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HEALTH 
PPrPOSED  BUEGET 


FIRST     YEAR 
AIIT.    PER  NO. OF 

Amraii  NO.  liOHTHS         TOTAL 


PROGRAIx  ITJIT 

Project  Director 

Adnini strati ve  Assistant 

Research  and  Quality  Control 

Director,   Coramunity  Iltirsing  Services 

Director,   Social  Services 

ComriiTonity  Organizer 

Health  Educator 

Training  Co-ordinator 

Departmental  Secretary 


2^.000 


12 


2?, 000 


10,000 

1 

12 

10,000 

12,000 

1 

12 

12,000 

12,000 

1 

12 

12,000 

13,000 

1 

12 

13,000 

10,000 

1 

12 

10,000 

10,000 

1 

12 

10,000 

6,500 

1 

12 

6,500 
90,500 

An:rJI5TRATIVE  UNIT 

Administrator  15,000  1  12  15,000 

Departraental  Secretar^^  6,000  1  12  6,000 

iledical  Secretaries  0  $5,600  23,000  5  12  28,000 

Glerl:  T^ist  5,200  1  12  5, '00 

Intervie'^er  Registrar  ii,500  1  12  U,500 

Appointment  Clerks,   S-iitchboard  J  vl^,500  9,000  2  12  9,000 

Appointment  Clerk,   Receptionist  It, 500  1  1-'  Ii,500 

L'edical  Records  Technician  6,200  1  12  6,200 

iledical  Records  Clerk  U,500  1  12  1^,500 

Drivers  3  $U,600  9,200  2  12  9,200 

Guards    i  $1|,500  9,000  2  12  9,000 

Janitor  ii,500  1  12  U,500 

liatron  ii,000  1  12  i;,000 


PATIEMT-CARE  ITMIT 
Physician- in-Charge J   Pediatrics 
Pediatricians  Q  $20,000 
Phjrsician-in-Charge,  Internal  iiedicine 
Internists  9  $20,000 
Obstetrician-Gynecologist  '^  $20,000 
Adult  Psj'-chiatrist  0  $20,000 
Child  Ps3^chiatrist  Q  $20,000 
Clinical  Psychologist  Q  $12,000 
Child  Psychiatric  Social  Iforker 
Adult  Psychiatric  Social  i/orker 
Home  Care  Co-ordinator 
Registered  llurses  @  $6,500 
Community  Health  Aides  0  $1^,300 
Clinic  Aides  Q  $U,000 
Hedical  Social  'Jorker  @  $8,500 
Pharraacist  @  '')9,^00 
-X-Ray  Technician 
X-Ray  Assistant 
Lab  Teclinicians  3  $5,600 
Dental  Program  Director 
Dentists  0  $18,000 
Dentists    (part  time)  @  $9,000 
Dentist  Hygiene  Teacher 


HEALTH 

PROPOSED  BUDGET 

FIR 
Al-iT.   PER 
AJlMil 

S  T 

NO. 

Y  E'A  R 

MO.  OF 
MONTHS 

TOTAL 

23,000 

1 

12 

23,000 

80,000 

h 

12 

80,000 

.cine                  23,000 

1 

12 

23,000 

80,000 

h 

12 

80,000 

)0                         60,000 

3 

12 

60,000 

iiO,000 

2 

12 

140,000 

Uo,ooo 

2 

12 

liO,000 

2li,000 

2 

12 

2U,000 

10,000 

1 

12 

10,000 

10,000 

1 

12 

10,000 

9,000 

1 

12 

9,000 

32,500 

5 

12 

32,500 

51,600 

12 

12 

51,600 

16,000 

h 

12 

16,000 

1^2,500 

5 

12 

it2,500 

11;,  250 

ih 

12 

lii,250 

6,000 

1 

12 

6,000 

ii,500 

1 

12 

ii,5oo 

11,200 

2 

12 

11,200 

22,500 

1 

12 

22,500 

51,000 

3 

12 

5U.000 

ii5,ooo 

5 

12 

li5, 000 

7,000 

1 

12 

7,000 

HEALTH 

PRCPOSED  BUDGET 

Mr..    PER 

NO.  OF 

ANNUII 

MO. 

MONTHS 

TOTAL 

18,600 

3 

12 

18,600 

3,000                    9,000 

3 

12 

9,000 

33,600 

7 

12 

33,600 

PATIENT-CARE  UNIT(C0N'T.)     ■ 

Dental  Ifygienists  3  $6,200 

Dental  Hygienists  (part  time)  3  $3,000 

Dental  Assistant  3  $U,800 


Sub  Total  Personnel 

Fringe  Benefits  @  1$% 

Total  Personnel 

AHUWISTRATIVE  OVERHEAD  BOSTON  Ul\fIVERISTY 
(33  1/3^  of  salaries  and  wages  not  including 
Fringe  Benefits) 


718, 050 

926,1^0 

138,923 

1,065,073 

308,717 


HEALTH 
PROPOSED  BUDGET 


Permanent  Equipment 


WU  PRICED 


UI'TIT  COST 


TOTAL  COST 


Administratifii  Unit 


5  Executive  Desks 

GSA 

$121.00 

$605.00 

7  Secretary's  Desks 

GSA 

82.00 

57li.oo 

2  Receptionist  Deslcs 

GSA 

^5.50 

111.00 

2  Desk  Chairs 

GSA 

18.00 

36.00 

5  Executive  Chairs 

GSA 

68.00 

3ii0.00 

7  Secretar3'-' s  Chairs 

GSA 

18.00 

126.00 

10  Executive  Office  Side  Chairs 

GSA 

lii.OO 

lUo.oo 

7  Secretary  Side  Chairs 

GSA 

10.20 

71.1iO 

k  li-dra-rer  file  cabinets 

GSA 

52.80 

211.20 

It  dictators 

PI-IA 

li30.00 

1720.00 

h  transcribers 

PNA 

Uio.oo 

161;0.00 

7  tj'peTa-iters 

PrIA 

500.00 

3500.00 

2  bookcases 

GSA 

88.60 

177.20 

1  office  table 

GSA 

26.60 

26.60 

2  coat  racks 

GSA 

18.80 

37.60 

1  calculator 

PM 

350.00 

350.00 

1  adding  machine 

PlIA 

280.00 

280.00 

2  storage  cabinets 

GSA 

ii2.00 

8U,00 
10,030.00 

Patient  Care  Unit 

6  Executive  Desks 

GSA 

121.00 

726.00 

5  Desks 

GSA 

61.00 

305.00 

1  Clerk's  Desk 

GSA 

7ii.00 

7U.00 

6  Executive  Chairs 

GSA 

111.  00 

81|.00 

0<    q-;  j„     PUo-Sv.^ 

nsa 

in   on 

177  on 

HEALTK 

PROPOSED  BUDGET 

HOW  PRICED 

UNIT  COST 

TOTAL  COST 

Patient  Care  Unit  (Cont'd) 

1  Office  Table 

GSA 

3ii.90 

3U.90 

1  Conference  Table 

GSA 

119.00 

119.00 

2  file  cabinets 

GSA 

52.80 

105.60 

2  ]Dookcases 

GSA 

68.60 

177.20 

1  dictator 

PNA 

I43O.OO 

U30.00 

1  typewriter 

PNA 

500.00 

500.00 

1  movie  projector  with  sounu 

PNA 

583. UO 

583. UO 

1  movie  projector  table 

PNA 

28.90 

26.90 

1  wall  screen 

PNA 

ii2.80 

a2.8o 

1  slide  projector 

PNA 

98.00 

98.00 

600  feet  open  shelving 

NCA 

300.00 

300.00 
3,986.00 

A-RAY  UNIT 

125  KV  X-Ray  machine 

NCA 

10,000.00 

10,000.00 

Dental  X-Ray  Unit  (2) 

NCA 

850.00 

1,700.00 

A-ray  table 

NCA 

2,000.00 

2,000,00 

X-Omat  processor 

NCA 

10,000.00 

10,000.00 

wall-mounted  cassette'-hblder 

NCA 

35.00 

35.00 

h   film-storage  files 

NCA 

liiO.OO 

560.00 

X-ray  accessories 

NCA 

Uo.oo 

Uo.oo 

X-ray  viewbox 

NCA 

300.00 

300.00 

developing  tanks,  refrigerated 

NCA 

1,565.00 

1,565.00 

film  dryer 

NCA 

113.00 

113.00 

12  dark  room  cabinets 

NCA 

80.00 

960.00 

dark  room  safe  light 

NCA 

150.00 

150.00 

cassette  transfer  cabinet 

NCA 

150.00 

150.00 
27,9U3.00 

HEALIH. 

PROPOSED  BUDGET 

HOIJ  PP.ICED 

UNIT  COST 

TOTAL  COST 

Clinical  Laboratorjr 

1  Pesk 

GSA 

63,00 

63.00 

2  Chairs 

GSA 

10.20 

20.10 

2  lab  stools 

GSA 

17.70 

35.1;0 

h  microscopes 

PHA 

716. UO 

2,865.60 

3  table  top  centrifuge 

PITA 

176.70 

530.10 

1  ilicro-hematocrit  Centrifvige 

PITA 

195.00 

195.00 

1  liicro -hematocrit  ?iead.er 

PITA 

h9.hO 

U9.U0 

1  Coleman  Colorir.ieter 

PHA 

261.00 

261.00 

1  Incubator 

PNA 

195.00 

195.00 

1  lab  refrigerator 

FM 

212.50 

212.50 

1  Differential  Counter 

R.IA 

68.  Uo 

68.it0 

2  Hand  Tally  Counters 

PI^IA. 

11.10 

22.20 

1  EKG  liachine 

PMA 

850.00 

850.00 

iiiscellaneous  lab  supplies 

500.00 

500.00 

5,868.00 

HEALTH 
PROPOSED  BUDGiiT 


ifedical  Gare  Unit  cont.  HOVf  PRIGEJ 
Multi-purpose  Treatment  Room; 

2  Examining  Tables  PNA 

3  Cubicle  Curtains  PNA 
1  Instrument  Cabinet  PNA 
1  Medicine  Cabinet  PNA 
1  Gpthalmoscope/otoscope  set  PNA 
1  Blood  Pressure  diagnostic  Unit  PNA 
1  Jail  Desk  PNA 
3  Side  Chairs  GSA 
1  Examining  Light  PNA 
1  Refrigerator-Freezer  PNA 

1  Oxygen  Therapy  Unit  and  Tank  PNA 

2  X-Ray  view  boxes  PNA 

1  Iftieelchair  PNA 

2  I.V.  Stands  PNA 

1  Instrument  Sterilizer  PNA 

2  Suture  sets  PNA 
1  Tracheostomy  set  PNA 
12  Lumbar  Puncture  Trays  PNA 
6  Splint  sets  PNA 
1  Stretcher-cart  PNA 
1  Examining  stool  PNA 
1  Suction  machine  PdA 
1  EKG  machine  PNA 


UNIT  COST 


TOTAL  COST 


177.75 

355.50 

U.30 

12.90 

150.00 

150.00 

150.00 

150.00 

08.00 

8b.  00 

115.00 

115.00 

50.00 

50.00 

10.20 

30.60 

60.25 

60.25 

212.50 

212.50 

32.50 

32.50 

37.00 

7ii.00 

72.00 

72.00 

U6.75 

ue.is 

123.00 

123.00 

150.00 

300.00 

170.00 

170.00 

50.00 

600.00 

100.00 

600.00 

125.00 

125.00 

22.75 

22.75 

325.00 

325.00 

b5o.oo 

850.00 

U,565.75 


liedical  Care  Unit 


liEALTH 
PROPOSED  HJCGET 

HOW  PRICED 


UNIT  COST 


TOTAL  COST 


Examining  Rooms 
10  Exaiiiining 

2  Obstetrics  Tables 
12  I  Jail  Desks 
12  Treatment  Cabinets 
12  Examining  Lights 
12  Blood  Pressiire  ilanometer 
12  Opthalmoscope/otoscope  set 
2ii  Chairs 
12  sets  of  instruiiients 

2  adult  scales 
2  pediatric  scales 


PNA 

177.75 

1,777.50 

PM 

196.50 

393.00 

PMA 

50.00 

600.00 

PI'IA 

130.00 

1,560.00 

PNA 

60.25 

723.00 

PNA 

50,00 

600.00 

PMA 

88.00 

1,056.00 

GSA 

10.20 

2^1.80 

PNA 

170.00 

2,0i;0.00 

PNA 

62.00 

121..  00 

PNA 

52.00 

lOii.OO 

9,222.30 


Consiiltation  Rooms 

6  desks 

10  Side  Chairs 

12  X-Ray  vieTr  boxes 

1  Dictator 


PNA 

68.00 

U08.00 

GSA 

10.20 

183.60 

PNA 

37.00 

UiU.oo 

PNA 

lilO.OO 

lllO.OO 

i,UU5.6o 

sterile  Suppl3'-  Room 

1  Instriiment  Sterilizer 

Shelving 
1  Cabinet 


PNA 

123.00 

123.00 

PNA 

300.00 

300.00 

PNA 

150.00 

150.00 

573.00 


Dental  Unit 

7  Operators 

IJaiting  Areas 

80  Chairs 

h    Couches 

6  Tables 

2  Tables  Tilth  10  Chairs, 
Kindergarten  size 

2  Rocking  Horses 

2  Bouncing  Chairs 

1  Plaj'pen 

Assorted  toys 

6  Magazine  Racks 

6     Lamps 


liSAJLTH 
PROPOSSD  BUDGET 

HOU  PRICED 

PilA  ^ 

GSA 

PNA 
PNA 

?M 
PNA 
PNA 
PMA 
PNA 
PNA 
PNA 


B?r.ployee5  Rest  Rooms  and  Locker  Area 

1  Eedjl^IattresG^Box  spr.ing  and  pillowGSA 

2  Couches  PNA 
6  Chairs  GSA 
1  Arm  Chair  GSA 
6  Tables  PNA 
h  Lamps  GSA 
30  Lockers  GSA 


liinor  Equipment 
So  '  ?as  tebaskets 
20  Sanette  step-on  cans 


mm  COST 


TOTAL  COST 


7,000.00 

$'1.9,000.00 

lU.oo 

1,120.00 

150.00 

600.00 

30.00 

180,00 

200.00 

liOO.OO 

50.00 

100.00 

30.00 

60.00 

.  25.00 

25.00 

50.00 

50.00 

10.00 

60.00 

13.00 

78.00 

$  2,673.00 

150.00 

150.00 

150.00 

300.00 

lli.OO 

814.00 

31.  U5 

31.U5 

30.00 

100.00 

13.00 

52.00 

25.10 

753.00 

PNA 
PNA 


1.03 
9.98 


$    1,550. ii5 

5U.00 
199.60 


HEALTH 
PROPOSED  BUDGET 

HOtJ  PRICED    UNIT  COST    TOTAL  COST 
iJLnor  Equipment  Cont. 

25  In  ana  Out  Trays  GSA  2. 50         62.50 

$"~TiO!o 

TOTAL  PROPOSED  BUDGET  FOR  PERi'IAHENT  EQUIPMENT  ^1 1 7, 1 73.20 


-"How  Priced  Symbols: 

GSA  =  Priced  through  GSA  catalogues. 

PNA  =  Available  tiirough  GSA,  but  Prices  Not  Available,  therefore, 
best  commercial  prices  were  used. 

NCA  =  Not  Currently  Available  through  GSA,  therefore,  best 
commercial  prices  were  used. 

Consumable  Supplies  FIRST  YEAR 

Data  Processing  $10,000.00 

Linen  and  uniforms  12,000.00 

Disposable  equipment-laboratory  10,000.00 

Disposable  equipment-.C-ray  10,000.00 

Central  Service  Supplies  18,000.00 

Printing  records,  forms,  stationery  17,000.00 

TOTAL  PROPOSED  BUDGET  FOil  C0J3U.L1BLE  SUPPLIES  $77,000.00 

Travel 

Leasing  two     mobile       Vans,  ga^  oil,  maintenance,  and  insurance  IijUOO.OO 

Cab  fares  ItOO.OO 

Trave"'.  to  professional  meetings  6,000.00 

TOT/J.  ;:-LC.?OSED  BUDGET  FOR  TRAVEL $10, 800.00 

Te]/sj.2;7ie 

Largti    .;ill  director  2,000.00 

56  E>ct=nsions  J$290/actension/Year  l6,2UO.OO 

TOTAL  PROPOSED  BUDGET  FOR  TELEPHONE  $l8,2l;0.00 


HEALTH 
PilOFOSED  BUDGET 


Iliscellaneous  Funds 


FIRST  YEUl 


1.  Fund  for  Hospitalizations,  1,500  hospital  days  at 

$60.00  per  day  $  90,000.00 

2.  Fund  for  Referral  Services  at  other  hospitals 

12,000  visits  at  $15.00  per  visit  1^0,000.00 

3.  Fund  for  Laboratory'-  Services,  average  of  1 

test  per  patient  per  year  at  $5.00  each  60,000.00 

h.     Fund  for  X-rays  60,000.00 

5.  Fund  for  Drugs,  average  $12.00  per  year  per  patient  liiii,000.00 

6.  Fund  for  evening  coverage,  vacation  and  sick  leave  36,300.00 

7.  Funds  for  additional  contractual  services,  social 

services,  visiting  nursing,  etc.  97j500.00 

3.  Funds  for  rental  and  renovations  250,000.00 

TOTAL  PROPOSED  BUDGET  FOR  iZSCELLArlEOUS  FUIIDS $887,800.00 

TOTAL  COSTS  2,U8l4,801.00 

ABCD,  rilC.  -  GEWTRAL /nilHISTRATIVE  OVERHEAD©  10^  2U8,1;80.00 

TOTAL  FUllDS  REQUESTED  FROIi  THE  OFFICE  OF  ECOMOHIC  OPPORTUIMITY  $2,733,281.00 


HEALTH 

I.   lOTRODUCTION 

CONCEPT  OP  A  COI^REHEWSIVE  COMMUNITY  HEALTH  CENTER 

During  the  past  half  century  the  hospital  has  become  the 
center  for  medical  care.   Complex  and  costly  equipment,  rapid 
strides  in  diagnostic  capability  and  the  ready  availability  of 
specialized  professional  personnel  have  resulted  in  increased 
utilization  of  hospitals  for  the  purpose  of  diagnosis  and  treat- 
ment and  training.   There  has  been  an  increasing  tendency  for 
practicing  physicians  to  become  more  closely  related  to  hospitals 
and  in  many  lorban  areas  a  physicians '  office  building  is  included 
within  a  medical  center  complex.   ihile  there  have  been  other  con- 
tributing factors,  the  end  result  appears  to  be  one  which  tends 
to  draw  physicians  away  from  offices  in  the  local  community  and 
for  them  to  then  cluster  in  and  about  hospitals.   Associated  with 
this  trend  has  been  a  steady  decline  in  the  number  of  general 
practitioners  and  a  corresponding  increase  in  the  number  of  special- 
ists. 

Thus,  while  the  pattern  which  has  evolved  has  been  associated 
with  the  capability  for  a  high  level  of  patient  care,  it  has  also 
created  problems  of  accessibility  and  the  ready  availability  of 
patient  care  services.   Such  services  have  tended  to  become  imper- 
sonal and  usually  are  provided  for  episodes  of  illness  rather  than 
on  a  comprehensive  basis.   VQiile  it  has  become  increasingly  apparent 
that  problems  of  health  are  inextricably  bound  to  factors  which 


HEALTH 


are  physical,  biological,  sociological  and  psychological j  a  sound 
mechanism  for  the  development  of  a  program  which  could  effectively 
deal  with  this  con^jlex,  multifacted  problem  has  been  lacking. 

For  the  ecur.omically  vinderprivileged  segments  of  the  population, 

I 

the  traditional,  overcrowded  and  understaffed  outpatient  clinic  has 
been  reduced  largely  to  symptomatic  management.   These  populations, 
as  a  result,  have  been  the  recipients  of  Nineteenth  Century  medicine 
in  an  age  when  diagnostic  capability  and  definitive  management  have 
reached  extraordinary  levels  of  competence  which  should  be  univer- 
sally available. 

After  many  years  of  participation  in  the  delivery  of  health 
services  in  the  commiinity,  the  Boston  University  School  of  Medicine 
has  evolved  a  concept  of  a  comprehensive  community  health  center 
aimed  specifically  toward  improvement  in  the  organization  and  delivery 
of  health  and  medical  care  services.   This  plan  involves  the  estab- 
lishment of  a  Department  of  Community  Medicine  within  the  School  of 
Medicine  and  to  appoint  a  Professor  and  Chairman  of  this  Department 
whose  base  of  operations  would  be  in  the  community  to  be  served. 
Such  an  inidvidual  with  appropriate  professional  and  allied  pro- 
fessional health  personnel  would,  with  the  participation  of  the  pop- 
ulation in  the  target  community,  establish  a  program  of  comprehen- 
sive and  continuous  service  that  would  bring  to  bear  the  resources 
qT  Boston  University  and  the  community  as  a  whole  toward  dealing 
c  "ectively  with  one  of  the  most  pressing  problems  in  modern  society. 

The  basic  aim  is  to  face  realistically  the  fact  that  the  primary 
loc,   for  the  provision  of  health  services  is  within  the  commvinity 


.^^ 
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itself  and  that  the  special  competencies  of  the  excellent  hospitals 
within  the  Boston  area  represent  specialized  resources  to  meet 
particular  individual  needs  as  they  arise.   Over  ninety  years  of 
experience  in  the  delivery  of  home  care  by  the  Boston  University 
School  of  Medicine  has  indicated  that  QS%   of  the  patients  seen 
^t  home  can  be  cared  for  completely  at  home.   Of  the  remaining 
l$%f   one  half  (7.$%)   will  require  further  diagnostic  evaluation 
on  an  ambulatory  basis,  and  the  other  half  H .S%)   will  require 
hospitalization.   There  is  little  doubt  that  by  improving  the 
diagnostic  capability  within  the  communityj  and  by  providing 
teams  of  appropriately  trained  and  qualified  health  personnel,  the 
numbers  of  those  individuals  requiring  further  diagnostic  study  in 
hospital  clinics  or  admission  to  the  hospital  can  be  reduced  sig- 
nificantly.  The  thread  of  continuity  thus  includes  services  at 
home,  services  in  the  community  health  center  and,  as  required, 
hospital  outpatient  and  inpatient  services  to  continue  with  effeo- 
tive  follow-up  after  discharge  from  the  hospital. 

The  ultimate  goal  of  this  effort  must  concern  itself  with  the 
preventim   of  illness  and  the  maintenance  of  health.   Irfhile  it  is 
ac'^epted  that  multiple  forces  are  operative  in  the  issues  of  ill- 
nr-:?3  and  require  a  comprehensive  approach,  the  ultimate  goal  strik- 
i"gly  expands  this  need.   It  is  recognized  that  the  problems  of 
health  are  interwoven  with  the  problems  of  poverty,  education, 
;.."<vning,  job-training,  employment,  racial  relations,  and  community 
I.L-  ,  lentation  and  disorganization.   It  is  at  this  point  that  other 
s;   -'Is  and  resources  within  Boston  University  can  make  significant 
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eontributions.      Tbese  sobools    (s-(M»6  c.-^  -rffctish.  s.re   alr^a^dj  aetiTs  in 
the  E.oibur7  area;   iii elude  tiie  ^ciioc-ls  cf  Ittr-slcig,   Social  ■^-xiTfe.,   E^i- 
ucation.   Graduate  I/entistrj,    Sargsct   v-slleg?;  cf  Allied  Eealti  ?rc- 
fesaions,    and  ';ji.e  Law-Medicine  lEstittrte,    aid  -sSia  ■j-rs.dos.te  Seiiool 
with  its   r>epartaent   sf  rsjciiolcgy  ai:d  -  -  -  -  -;:tls57.      E'StoE  IfciTer- 

at  Boston  City  Ecapital: 

(a)  Two    (2)   Esiical   serrices 

(b)  Depart 3iiBSEt   cf  Peiiatrics 

(c)  DepartiaeEt   of  Ctstecri^s   and  ^jr^ritlcgT 

(d)  Department   cf  Cp-nrr-al-sclcgj 

(e)  Departiaent   cf  Urclcgy 

rne   esaential   characteristics   cf  ar   effe:;~ive  rrcgrar.  tf 

tion   cf   care,    continuity  cf   :iare   ani   ;:-.-:_- ^  :acicz.      Ba^ic    -'C   -Ehis 
concept  is    tJce  c arc icipa tion   ani  ccllaboraticac   cf  cie   cc-aBSEScity 
with  Che   Bzsccr.    jniversity  Schccl   cf  Ke-iicine   ani  its  parent    uiniTer- 
sr't-T-  -"x   the    iefiniticn   cf  needs,    che    ceTelrcrcerc    cf  crc£r=jc£    =jcc. 
ii-    c^.  ^'oi^Bolation   cf  policy. 
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II.   NEED 

CITY  OF  BOSTON 

The  City  of  Boston^  Capital  of  the  Commonwealth  of  Massachusetts j, 
is  located  in  the  northeast  sector  of  the  state  along  the  coast  of  the 
Atlantic  Ocean  and  encompasses  an  area  of  51''+7  square  miles. 

Urban  development^  among  other  factors^  has  brought  about  a 
general  decline  in  the  city's  population.   In  1955  the  Boston  population 
was  816^759.  This  is  in  sharp  contrast  to  the  estimated  196^)-  figure  of 
659,000.  Of  the  I96U  population  QQ.Tfo  are  Caucasian,  10.4/o  Negro  and 
.9^  other  races. 

A.   THE  BOSTON  HEALTH  PICTURE 
a.   NEEDS  AND  PROBLEMS 

When  the  current  health  problems  are  compared  with  those  of 
fifty  years  ago,  a  major  shift  is  apparent.  This  change,  of  course, 
in  not  unique  to  Boston,  but  is  characteristic  of  the  United  States 
as  a  whole.  Stated  most  simply,  the  change  has  been  from  infectious 
communicable  illness  to  chronic,  non-infectious  illnesses.  This  can 
be  readily  seen  when  one  examines  causes  of  death,  (mortality  figures), 
and  causes  of  illness  or  disability  (Morbidity  figures). 

At  the  turn  of  the  century  the  major  causes  of  death  in  Boston 
were  acute  infectious  diseases,  tuberculosis  and  pneumonia.  The  death 
rate  from  all  of  these  has  declined  greatly  since  that  time.   Deaths 
from  pneumonia  were  six  times  as  great  in  I9OO  as  they  are  now.  Maternal 
death-in-childbirth  were  twenty-five  times  as  great,  deaths  from 
tuberculosis  thirty-five  times  as  great,  and  deaths  from  childhood 
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comrnxmi cable  diseases  almost  three  hundred  times  what  they  are  today. 
Increases  have  occurred  in  the  death  rates  from  chronic  non-infectious 
conditions  such  as  heart  diseases,  diabetes,  cancer,  and  stomach  ulcer. 
On  an  overall  basis  the  death  rate  in  I9OO  was  more  than  twice  as  high 
as  it  is  now. 

In  Boston  today  the  major  causes  of  death  are:  heart  disease, 
central  nervous  system  vascular  lesions,  accidents,  and  diseases  of  the 
arteries.   In  the  age  group  below  ^,   accidents  are  the  ranking  cause 
of  death.  For  every  fatal  accident  there  are  a  large  number  of  non- 
fatal, but  often  incapacitating,  accidents.  Heart  diesase  and  cardio- 
vascular illnesses  also  usually  persist  over  a  prolonged  period  of  time; 
often  there  is  an  interval  of  years  between  initial  illness  and  death. 
The  same  major  conditions  that  lead  to  death  also  contribute  greatly 
to  the  total  number  of  persons  in  the  city  who  are  ill  at  any  one  time. 

Both  the  reduction  in  the  death  rate  and  the  increasing  im- 
portance of  chronic  illnesses  have  resulted  in  an  increased  emphasis 
in  public  health  and  medicine  in  the  prevention  and  treatment  of  ill- 
ness, that  is,  concern  with  morbidity  rather  than  primary  emphasis  upon 
the  prevention  of  death.  Thus,  there  has  been  a  great  development  of 
interest  in  mental  health,  which  rarely  is  a  cuase  of  death,  but  cer- 
tainly does  lead  to  much  disability.   In  addition,  social  pathologies 
such  as  delinquency,  crime,  alcoholism,  drug  addiction  and  illegitimacy, 
are  more  and  more  being  viewed  as  health  problems  to  which  professional 
time  and  energy  must  be  devoted. 

Today  many  universities,  medical  schools  and  teaching  hospitals 
have  realized  their  obligation  to  reach  out  into  the  communities  where 
the  I  ople,  the  problems  and  the  needs  are,  and  to  engage  in  direct  action. 
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They  can  do  so  without  sacrificing  their  traditional  concerns  for  teach- 
ing and  research.  ABCD  has  a  strong  role  in  fostering  this  kind  of 
community  action.  We  'believe  effective  health  care  to  break  the  cycle  of 
events  associated  with  poverty  req^uires  both  a  high  priority  commitment  from 
professionals  and,  the  involvement  of  the  population  of  the  community  as 
partners.  Federal  legislative  action  has  indicated  the  need  to  concentrate 
the  delivery  of  health  services  at  the  community  level. 

One  of  the  major  current  problems  in  the  field  of  health  and 
medical  care  is  that  of  continuity  of  patient  care.  Too  often,  a 
certain  aspect  of  a  health  problem  is  dealt  with  by  one  worker  or 
agency  and  another  aspect  by  a  different  person  or  agency.  This  not 
only  makes  communication  difficult  —  possible  endangering  the  quality 
of  the  care  —  but  als.^,  often  creates  major  problems  for  the  patient 
in  terms  of  the  difficulty  of  relating  first  to  one  medical  person  and 
then  to  another.  The  whole  problem,  of  course,  is  increased  because 
of  the  £reat  emphasis  on  specialization  in  current  medical  practices 
and  healtli  services .  This  leads  to  a  further  fractionation  of  medical 
care  with  the  frequent  result  that  ambiguity  develops  as  to  who  has 
general  or  overall  responsibility  for  the  care  and  follow-up  of  the 
patiert.  These  questions  apply  to  preventive  personal  health  services 
as  well  as  to  the  more  traditional  currative  services. 

Boston  has  a  large  number  of  health  agencies  and  programs 
providing  much  needed  service  to  persons  in  Boston  and  the  surrounding 
area.   What  tends  to  be  lacking  is  a  continuing  effort  by  all  agencies 
and  institutions  to  assess  the  adequacy  of  these  programs  in  meeting 
the  whole  range  of  health  needs  in  the  City. 
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As  with  many  urban  health  centers,  Boston  presents  a  paradox 
of  medical  care  and  medical  health  resources.  On  the  one  hand  it 
contains  some  of  the  finest  medical  institutions  and  teaching  centers 
in  the  world.  Three  medical  schools  combine  their  resources  in  seven 
major  teaching  centers.  Even  the  municipal  hospital,  Boston  City- 
Hospital,  has  staffing  from  these  schools.  The  amount  of  money  poured 
into  the  city  each  year  for  medical  research  is  in  the  millions  of 
dollars . 

However  ii  one  str^.:.  to  :..■■;•  :3tigate  how  these  medical  resources 
are  used  to  provide  health  services  at  the  community  level,  one  finds 
that  comprehensive  care  with  continuity  is  practically  non-existent. 
Roxbury  has  four  h-'^p "•-■*■■  3-  centers  within  one  mile  of  its  boundaries . 
However,  with  all  t:i9f:s  resources,  it  still  ranks  among  the  highest  in 
the  city  in  infant  mortality,  tuberculosis,  and  illegitemacy.  The 
basic  problems  which  prevent  the  achievement  of  proper  health,  such  as 
poor  housing,  antiquated  welfare  laws,  low  incomes,  isolation  of  the 
community  from  the  people  providing  the  health  services,  have  resulted  in 
deficiencies  in  the  accessibility  and  availability  of  high  quality  medical 
care . 

The  basic  disparity  between  health  services  and  health  in  the 
Roxbury  area  has  long  been  recognized  by  concerned  citizens  and  members 
of  the  medical  community.  The  problem  has  been  how  to  break  this  cycle 
to  integrate  health  care  into  the  normal  patterm  of  community  activity. 

The  health  services  will  need  to  include  preventive,  curative 
and  health  education  programs  in  new  patterns  of  medica]  care  organization. 
There  is  a  great  need  for  the  formation  of  community  health  associations 
and  the  training  of  local  residents  as  community  health  assistants,  to 
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stimulate  change  in  family  and  community  knowledge  and  behavior  relating 
to  the  prevention  of  disease » 
h.      HEALTH  INDICES 

In  1955,  Boston  ranked  first  in  the  nation  for  tuberculosis 
morbidity  and  mortality  among  cities  over  500,000  population.  Today  Boston 
ranks  eleventh  in  the  nation  for  the  number  of  active  reported  cases  and 
twelfth  for  the  number  of  tuberculosis  deaths. 

The  infant  mortality  rate  in  I965  was  2U.1  per  1,000  live  births. 

The  Neighborhood  Youth  Corps  to  date  has  examined  1,011  youths 
at  a  special  screening  clinic.  Of  this  number,  3OI  (30  percent)  had  one 
or  more  medical  conditions  requiring  more  definitive  diagnostic  services 
and/ or  treatment.  Approximately  85  percent  of  those  examined  were  in 
need  of  some  form  of  dental  care .  One  hundred  and  seventy-nine  special 
diagnostic  studies,  such  as  EKG,  EEG,  X-ray,  vectorcardiograms,  phono- 
cardiograms,  etc.,  were  performed. 

One  thousand  three  hundred  and  twenty-four  pre-school  children 
received  medical  examinations  through  the  I966  Head  Start  Program.  Of 
this  number  three  hundred  and  forty-five  children  were  found  to  have 
conditions  requiring  medical  treatment  and  thirty-six  children  were 
found  to  have  multiple  medical  problems .  Every  child  in  the  Head  Start 
Program  required  some  form  of  dental  care . 

During  the  shcool  year  (September,  I965  -  June,  I966)  15,077 
vision  tests  and  6,906  hearing  tests  were  administered  in  the  school 
health  program  which  serves  approximately  30,000  parochial  school  children. 
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One  thousand  six  hundred  and  forty-nine  (1^649)  children  failed  the 
Snellen  Vision  Test  and  833  children  failed  the  pure  tone  hearing 
test. 

In  1966^  the  Outpatient  Dfejjartment  of  Boston  City  Hospital 
handled  approximately  315,000  patient  visits.  The  emergency  floor 
at  Boston  City  Hospital  received  over  175,000  patient  visits  in  I966; 
a  six  percent  increase  over  1965' 

A  survey  of  nursing  homes  in  Boston  was  undertaken  in  I966.  The 
only  available  information  derived  from  the  survey  is  that  "there  will 
not  be  sufficient  nursing  home  beds  to  take  care  of  all  the  patients 
eligible  for  extended  care  coverage  under  Medicare".-^ 

In  January  I966  the  Boston  Helath  Department  and  the  Boston 
Hospitals  Department  were  merged  to  more  effectively  and  more  completely 
meet  the  health  needs  of  the  citizens  of  Boston  in  a  more  coordinated 
manner . 

This  merger  was  a  result  of  an  in  depth  study  conducted  by 
Robert  H.  Hamlin,  M.D.,  M.P.H.,  LL.  B.,  in  I965.  The  following 
is  a  part  of  this  report  entitled.  Report  on  the  Boston  City  Hospital 
and  Boston  Health  Department: 


1 
Summary  Activity  Report  -  Division  of  Community  Health  Services  - 


Boston  Department  of  Health  and  Hospitals  -  I966. 
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B.  EC0i\I0iaC  MD  SOCIAL  Ii\IDICES 

Based  on  I96U  Boston  iJelfare  Department  figures,  31,QtJ7  or  U.8^  of 
the  Boston  population  a  •.  .iceiving  some  form  of  public  assistance  with 
3$. 6^  of  the  total  receiving  Old  Age  Assistance  and  2S.'d/i>   of  the  total 
receiving  Aid  to  Families  with  Dependent  Children. 

In  i960  the  Boston  unemployment  rate  was  S.'6%   of  the  total  eligible 
work  force  of  males  over  18  years  of  age. 

In  the  period  of  July  through  October  196ii,  393   oraft  examinations 
were  performed  in  Boston.  Of  this  total,  81i  were  rejected  for  physical 
reasons,  and  70  were  rejected  for  mental  reasons. 

C.  TARGET  AREA  inIEED 

1.  The  neighborhood  to  be  served  by  the  Center  is  included  in  the  Model 
Cities  area  as  well  as  the  Roxbury-North  Dorchester  General  Neighborhood 
Renewal  Plan.   (See  Appenaix  I  ). 

The  Model  Cities  proposal  plans  to  incorporate  economic  and  social 
programs  xjithin  a  structure  of  urban  renewal  baseu  on  a  concerted  effort  of 
communi+y  participation.  Federal  legislation  requires  that  the  ilodel  City 
program  take  place  in  a  low- income  residential  section  of  the  city.  The 
area  proposed  is  considered  to  be  the  least  adequately  covered  by  existing 
programs.   (See  Appendix:  I'* 

The  southeastern  boundary  of  the  geographical  area  to  be  served  by 
the  Center  is  formed  by  railroad  tracks.  The  northeastern  bounuary  is  formed 
by  a  presently  ongoing  Urban  Renewal  Program.  The  northern  most  .  nd  the 
southern  most  boundaries  are  formed  by  utilizing  the  city's  census  tract 
numbers.  Twelve  census  tracts  encompassing  a  population  of  32,965  constitute 
the  area  to  be  served  ultimately  by  the  Center.   (See  Appendix  la) 
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2.  Boston  contains  ten  poverty  target  areas  of  which  the  Roxbury-North 
Dorchester  area  is  geographj  -  "•  .  ' "  =  "'a.vgeijt.  That  this  area  is  inieed  a 
low-income  area  is  evia    -.y  tne  .-. .cts  that:  26. U^  of  the  total  families 
have  an  income  of  less  vhan  $3,000  per  year;  the  average  income  is  $ij,779  ; 
the  unemployment  iL-ate  is  7,9%',   the  area  has  20/o  of  all  welfare  cases  in  the 
city;  39.9?o   of  the  city  total  AFX  recipient  families;  l6.3%   of  the  area 
population  is  on  AFX,  which  constitute  $1%   of  the  neighborhood  total 
welfare  cases. 

Although  housing  is  a  large  problem,  the  Roxbury=North  Jorchester  area 
in  the  period  of  1950-1960  had  the  highest  percentage  in  reduction  of  housing 
units  in  the  city,  19. 7i^. 

According  to  1963  information,  the  Roxbury-North  Jorchester  area  had 
30.0^  of  all  crimes  against  the  person;  36. h%   of  all  crimes  against  the 
poverty;  and  21.7%  of  all  crimes  against  public  interest.  In  addition, 
youth  (7-17  years  ilale  Court  appearances  in  this  area  constitued  lh.6%   of 
the  Boston  to^al. 

In  Roxbury  during  the  period  July  through  October  196U,  twenty-eiglit 
males  received  military  uraft  induction  physicals.  Of  this  number,  seventeen 
{6O.T/0)   were  reject    si^.  for  phy  ical  reasons,  and  elevr  f;,.-  .-.-sr.tal 
reasons. 

The  public  school  ^xopout  problem  tiuring  the  period  I962-I963  in  the 
Roxbury  area  constitued  l8.9>   of  the  total  city  problem.  In  addition, 
this  area  has  an  extremely  hign  jercentage  of  adults,  ?.S   years  of  age  and 
olaer,  vri  ,\  ...   ,  ,  ixgrn..  ■    •.  ..,.t'  ■:...;•.  .  ■'.^.3%-     A  fiirther 

example  ol  v.^^  Oi.::.^ ^oTi  ax-..ci  need  c  ..  ■■  ividenceu  in   this  summary  of  the  one 
large  housing  project  in  the  area. 


/A 


HEALTH 
POPUMTION  TO  BE  SERVED 
30,000  from  a  traget  area  of  30,000  population 

GE>rF';S  TRACT  BREAKJO'.M 

Ql  905 

Q2  2968 

Q3  hhlS 

qu  2501 

Q5  38UO 

P3  (1/3)  1103 

pu  3035 

P5  3916 

p6  (1/3)  1813 

T6  U970 

ui  5115 

u6a  (1/3)  16U2 


Source:     I960  Censiis 


TOTAL  32,96$ 
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V7ithin  this  housing  project,  situated  on  18  acres  of  land,  there  dwell  3,000 
people  —  1,500  are  under  lU  years  of  age,  while  260  are  over  65  years  of  age. 
Sixty-five  to  seventy  per  cent  of  the  population  is  Negro,  making  up  fifty- 
five  to  sixty  per  cent  of  the  families.  It  is  interesting  to  note  that  four 
years  ago  the  racial  balance  was  approximately  2$%   Negro,  indicating  a  very 
rapia  turnover  xirhich  continues  today.  vJithin  tne  development  50/o  of  the 
families  receive  some  form  of  welfare  or  social  securityi  one-third  of  the 
total  on  A.F.D.C. 

The  average  income  is  ij2,700  per  yearj  and  the  average  size  family  is 
four.  One-hundrea  fifty  families  have  children  of  ore-school  age  (^a-^s)- 
The  racial  balance  is  about  50,o  i\iegroe  and  50/owhite.  There  are  few 
Spanish-speaking  f amilie  s . 

3,  Mention  must  be  made  of  the  fact  that  some  of  the  "older"  causes  of 
death  are  still  major  problems  in  certaon  sections  of  Boston. 

In  the  Roxbury  community,  in  infant  mortality  rate  is  more  than  30;o 
greater  than  the  city-wide  rate  (city  rate  21^, 6/1000 j  area  rate  32.1/1000- 
I96I4-65).  (See  Appendix  ill) 

Tuberculosis  remains  an  iiiiportant  health  problem  throughout  the  Roxbury 
area.  Case  rates  for  individual  census  tracts  rmi  as  high  as  131.0/100,000 
population  as  compared  with  U'^i. 8/1 00, 000  for  the  city  as  a  whole  in  1965. 
Although  the  area  to  be  server  by  the  health  center  contains  only  U.8?o  of 
the  city  population,  it  contributed  12.5^  of  the  pulmonary  tuberculosis 
newly  reported  active  cased  in  the  period  1962-65.  (See  Appendix  Ilia) 

The  Boston  University  Mental  Health  area,  as  designated  by  the 
statewide  liental  Health  Plan,  includes  all  of  the  Roxbury  census  tracts  in 
•he  Health  Center  neighborhood  wliich  has  thcji  highest  overall  rate  of 
mental  illness  in  xlassachusetts. 
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ii.  The  neighborhood  to  be  served  by  the  Center  is  mainly  within  one  health 
district  of  the  Department  of  Health  and  Hospitals  and  is  being  served  to  a 
limited  degree  by  an  existing  neighborhood  health  iinit.  Due  to  the  poor 
condition  of  this  structure,  several  services  previously  available  here  have 
been  shifted  to  health  units  in  adjacent  areas  of  the  city. 

In  addition  to  the  health  services  of  the  official  city  Department  of 
Health  and  Hospitals,  there  are  at  least  eleven  private  and  voluntary  hospitals 
in  Boston  who  serve  the  residents  of  this  area.  None  are  located  xiithin  the 
neighborhood  to  be  served  by  the  f^-enter. 

There  are  at  least  thirty  private  practitioners  who  are  practicing  in 
the  area  or  on  its  fringes.  In  addition  to  these  irho  are  physically  located 
within  the  service  area,  residents  also  seek  the  services  of  physicians 
located  in  Boston  proper  and  the  i'letropolitan  Boston  area.   (See  Appendix:  la) 

Voluntary  health  agencies  have  traditionally  carried  out  programs  in 
local  neighborhoods.  The  Boston  Tuberculosis  Association  is  the  best  example 
of  this.  For  years,  the  Tuberculosis  Association  has  concentrated  casefinding 
and  educational  programs  in  the  area  and  is  the  agency  responsible  for  the  •. 
establishment  of  the  Roxbury  Health  Services  Committee. 
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Although  the  Accident  Floor  has  received  a  major  revamping  recently. 
Outpatient  means  a  solemn,  over -crowded  pre-natal  clinic  or  a  jammed, 
chaotic  pediatric  clinic  to  a  mother  t-rith  three  young,  rambunctious 
chij.-\."?n. 

Uithii.;  City  Hospital  the  pattern  of  care  is  so  fragmented  that  any 
one  person  liiay  be  under  the  care  of  three  or  four  doctors  irho  change 
every  one  or  tiro  years  as  the  house  officers  rotate  in  and  out  of  the 
hospital.  Doctors  are  in  the  position  of  having  to  make  judgmants  on 
patients  they  have  never  seen  before  and  probably  Tjill  never  see  again, 
some  T-jith  medical  histories  so  long  there  is  no  time  to  read  them  and 
some  T'Tith  no  medical  historj'"  available.  The  fourth  source  of  health 
care  is  the  independent  service  agencies.  The  main  street  running 
tlirough  the  area  to  be  served  contains  a  section  kno^m  as  "Agency 
Strip".  Here  are  located  many  of  the  agencies  xrho  are  concerned 
TTith  the  social  and  emotional  health  problems  of  area  residents. 
These  agencies  focus  on  problems  such  as  alcoholism  and  teenage 
unned  mothers;  problems  of  Tihich  official  agencies  have  failed 
to  face  or  have  only  faced  to  a  limited  degree  and  then  in  an  un- 
■  realistic  manner. 

As  have  been  illustrated,  there  is  no  family  oriented  comprehensive 
health  care  facility  in  this  area  of  demonstrated  need, 
b.  Community  and  Professional  Attitudes 

Mon-professional  personnel  in  the  various  hospitals,  especially''  Bos- 
ton City  Hospital  do  not  represent  Roxbury,  but  are  draun  primarily 
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from  the  other  areas  of  the  city.  Their  om  {jrejudices  have  been 
one  of  the  main  reasons  for  the  dissatisfaction  e^^jressed  by  Roxbury 
residents  for  the  services  at  City  Hospital. 

Doctors  and  ntirses  providing  services  and  care  to  the  community  come 
frcm  an  entirely  different  social  class.  They  had  little  or  no  edu- 
cation about  th'^.  problems  of  the  urban  slums  and  the  distinct  needs 
of  its  citizens.  They  havd  liltle  contact  tjith  patients  other  than 
as  disease  entities. 

In  the  past  several  years  the  community  has  progressed  from  an  an-? 
tagonized  "you  can't  fight  City  Hall  attitude"  to  the  formation  of 
a  committee  established  to  bring  to  the  attention  of  Boston  health 
officials  speci-.;!^  pr.vj^  iS.  {P:^y<in<3±x.   II  ) 

Although  not  alx  i...  /olems  have  been  solved,  some  due  to  the  com- 
pn  -^^ity  of  ■'  aeir  nature,  a  moi-e  health  conscious  and  concerned 
citn.7.em-y  is  d --•:-.. '/lined  to  e.^fer  .  ,n-.uf;;?.:  in  not  only  the  attitudes 
of  the  recix-i^/.-..^  of  health  -c.  -•.  .3.  '.•"■t  laportance  of  one  over  the 
other  can  not  b:.  .;:,iphasii-ed  as  x,his  becomes  a  tno-i-ay  educational  pro- 
cess. 

Lack  of  Information 

Community  health  education  is  virtually  non-existent  concerning 
health  and  xjelfare  services.  For  this  reason  many  of  the  existing 
programs  are  under-utilized. 

The  hospital-health  clinic  structure  has  no  ccaraniinity  representatives 
by  irhich  citizens  may  become  anare   and  subsequently  use  available 
services. 
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llany  iromen  in  Roxbury  are  not  a-^are  of  the  pre-natal  services.  This 

restilts  in  the  highest  infant  mortality  rate  in  the  city.  Many  resi- 
dents don't  Icnov  ^rhere  to  get  a  chest  x-r^y  -  one  of  the  contributors 
to  an  unnecessarily  high  pulmonary  tuberculosis  rate,  llothers  aren't 
aware  to  dental  services  -  eVeiy  child  enirolled  in  Head  Start  programs 
needed  some  degree  of  dental  Tiork,  most  needed  extensive  vrark. 
It  is  ironic  that  the  project  receiving  the  most  publicity  in  the  past 
year  was  a  project  devoted  to  the  giving  of  rabies  shots  to  dogs. 

d.  Eligibility  Requirements 

Many  of  the  existing  programs  exclude  the  poor  by  reason  of  inability 
to  pay.  .'elf are  recipients,  'rho  have  medical  esqjenses  covered,  tend 
to  be  routed  to  City  Hospital  by  other  institutions.  Medicaid  has 
yet  to  provide  the  economic  opportunity  to  the  comm-unity  that  it 
might. 

e.  Irrelevance  of  Services 

In  several  instances  the  institutions  have  provided  nhat  they  con- 
sidered important  health  services  which  have  not  been  used  simply 
because  the^r  had  no  relation  to  the  community  needs  in  that  parti- 
cular area. 

f .  Lack  of  Involvement 

The  poor  have  been  forced  to  be  passive  recipients  of  the  services 
designed  by  the  professionals.  Although  professionals  have  been 
concerned  over  the  lack  of  Roxbury  residents  assuming  responsible 
positions  in  the  health  field,  they  have  not  been  concerned  enough 
to  initiate  action  to  overcome  the  barriers  Ti^hich  malce  such  goals 
economically  and  socially  impossible. 
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The  consequences  of  non-involveraent  are  two~i'olcl*  residents  don't 
utilize  services  to  the  extent  the;/  might,  and  the  expense  in  plan- 
ning, developing  and  implementing  services  xrhich  won't  be  used 
to  fuJ-lest  extent  possible. 

g.  Imper  sonality 

All  of  the  above  factors  tend  to  depersonalize  the  provision  of  health 
care.  HoTrever,  the  clinic  atmosphere  probably  contributes  the  most 
to  impersonal  health  care:  clerks  checking  the  appointment  card, 
instructing  the  patient  to  have  a  seat  on  a  faded  broixn,  Tiooden 
bench,  if  in  fact  a  place  can  be  found  to  be  seatedj  a  tuo  or  three 
houT  Trait,  if  the  physician  is  on  time,  finally  a  call  be  a  nurse  or 
a  clerl:,  by  the  patient's  last  naraej  a  brief  examination  by  the  late, 
hurried  ph^rsician,  rho  can't  seem  to  find  the  right  instruraent. 
The  only  personalized  service  comes  from  the  communitj'-  practitioners, 
but  residents  are  often  hesitant  to  visit  them.  It  is  doubtfiil  that 
many  residents  of  Roxburj'-  have  visited  a  private  practitioner;  First, 
due  to  the  shortage  of  such  individuals j  Secondly,  due  to  the  em- 
barrassment of  not  feeling  able  to  pay  for  his  services;  and  thirdly, 
the  clinic  is  the  only  type  of  raedical  service  most  residents  have 
kno^m. 

h.  Lack  of  Involvement  of  Users 

Health  is  essentially  a  commtinity  affair.   One  of  the  most  signi- 
ficant ingredients  of  the  inescapable  change  in  health  services  is 
the  recognition  of  the  need  for  the  American  tradition  of  volnjitary 
citizen  participation  to  develop  and  guide  these  community  services. 
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This  partnership  ^dth  the  consumer  is  essential  if  the  needs  of  the 
people  are  to  be  served.   Involvement  of  the  community  is  undergoing 
major  reconstruction  ■'dth  intensive  concentration  on  participation  of 
the  neediest. 

Onl^''  as  the  consumer  and  the  provider  of  health  care  are  able  to  un- 
derstand the  problems  of  one  another ^  are  they  going  to  be  able  to 
work  together  toi-rards'  the  comraon  objectives  of  adequate^  accessible 
and  acceptable  care  for  all. 

In  the  traditional  health  service  institutions  of  Boston,  there  is 
no  channel  for  comraunity  involvement  in  the  determination  of  the 
rjrogram. 


A/ 


HE/VLTH 
III.   DEVELOPMENT  OF  THE  PROGRAM 

Upon  learning  of  the  availability  of  fimds  imder  Title  211-2  of  the  Eco- 
nomic Opportiinity  Act  of  1966;,  the  Health  Services  Division  of  A.B.C.D.,  Inc., 
the  local  community  action  agency,  proceeded  to  establish  the  procedure  to 
bring  to  fruition  a  Second  Neighborhood  health  center  in  one  of  the  city's 
needy  areas. 

The  Division  performed  a  coordinating  and  technical  assistance  role  in 
bringing  together  as  many  interested  parties  as  possible  within  the  short  time 
available  and  in  so  doing  related  the  philosophy  and  intent  of  the  legislation. 
Throughout  all  stages  of  development,  the  Division  has  played  a  key  role  in  the 
planning  and  preparation  of  this  application  through  its  availability  to  and 
acceptability  by  the  community,  official  agencies  and  other  interested  medical 
resources. 

A  meeting  of  the  Health  Services  Advisory  Committee  of  the  City  of  Boston, 
Department  of  Health  and  Hospitals  was  devoted  to  the  community  health  center 
program.  Representatives  of  the  Boston  Iledical  Community  at  this  meeting 
voiced  their  strong  support  and  indicated  that  the  Roxbury  area  was  in  most 
need  of  this  type  program. 

The  next  step  was  to  contact  the  Roxbury  Commvmity  through  the  already 
very  active  Roxbury  Health  Services  Committee  of  the  Roxbury  Community  Council. 
This  group  has  for  a  long  time  recognized  the  need  for  a  different  approach  to 
meeting  the  health  problems  of  this  area. 

The  development  of  the  Roxbury  Health  Services  (RHSC)  began  in  the  summer 
of  1965.  The  Resident  Council  of  the  Marksdale  Gardens,  a  new  housing  project 
in  Roxbury,  requested  a  specific,  health  service  for  tuberculosis  screening  for 
the  residents. 
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Fro;.i  the  bsginningj  +.h^  ■  -uu  Tor  a  ci^^iaons  -  coinmunit,:/ ^heaJLth.  committee, 
truly  representative  of  Roxbury,  to  serve  as  the  health  resource  group,  was 
quickly  evident.  Having  turned  to  one  community  health  agency,  the  Boston 
Tuberculosis  Association,  the  Resident  Council  decided  to  request  the  Roxbury 
Community  Council,  which  has  as  one  of  its  mandates,  the  coordination  of  services 
within  functional  human  service  areas  to  work  with  area  residents  in  exploring 
the  health  needs  of  Roxbury. 

The  Roxbury  Community  Council  assisted  in  mobilizing  interested  citizens, 
health  and  welfare  agencies,  corrmvz^lty  groups  and  professionals  in  forming  the 
Roxbury  Health  Services  Ccmra:.  ..■■■-- e.  An  imporlao-'.  cc^^r.nnltj  resource  throughout 
this  process  was  the  Roxbury  APAC  and  its  six  sub-areas. 

The  Health  Services  Committee  was  composed  entirely  of  people  volunteering 
their  time  and  resources  at  no  compensation.  It  provided  the  cormminity  with 
the  necessary  secretarial  facilities,  organizational  help,  and  a  regular  meet- 
ing place.  The  Committee,  however,  remained  a  community  group,  rather  than  a 
community  service  agency. 

In  April  of  1966,  the  Committee  met  with  Dr.  Count  Gibson  of  Tufts  Univer- 
sity to  discuss  the  experience  of  the  comprehensive  health  service  program  now 
offered  at  the  Columbia  Point  Housing  Project.  From  this  meeting,  it  was 
determined  that  a  permanent  committee  should  be  formed  to  be  named  the  Roxbury 
Health  Services  Committee.   Its  goal  was  to  find  ways  in  which  the  community 
can  play  a  role  in  improving  its  own  health  seirvices  and  the  health  of  its 
residents.  The  RHSC  has  attempted  to  achieve  this  goal  by  three  separate  types 
of  action. 

The  first  approach  was  to  contact  those  agencies  providing  the  bulk  of 
health  services  in  Roxbury  at  the  present  time^  i.e.  the  Department  of  Health 
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and  Hospitals  to  discuss  with  the  administratora  the-  complaints  and  suggestions 
of  Roxbury  citizens.  With  this  end  in  mindj  the  committee  met  several  times 
with  Dr.  Leon  J.  Taubenhaus,  Deputy  Commissioner  of  Health  and  Hospitals  and 
director  of  the  Ambulatory  Services .  Many  issues  were  discussed,  but  six 
problems  soon  materialized  to  be  those  of  most  concern  to  the  RIBC.  They  were: 

1.  Personnel  shortages 

2.  Attitudes  of  existing  personnel 

3.  Delays  in  obtaining  treatment 
k'     Shortages  of  supplies 

5.  Centralization  of  services  at  Boston  City  Hospital 

6.  Lack  of  ambulance  service 

The  Committee  now  has  an  ongoing  relationship  with  the  administration 
through  Dr.  Taubenhaus  and  his  education  director,  Mr.  Pollack. 

In  addition,  the  Committee  felt  it  would  be  essential  to  establish  a 
relationship  with  the  people  who  xrere  responsible  for  the  medical  services 
themselves,  i.e.  the  doctors  of  the  hospital.  Several  meeting  have  been  held 
with  representatives  of  the  House  Officers  Association  of  Boston  City  Hospital 
to  discuss  problems  of  mutual  concern.  These  meetings  are  now  regularly 
scheduled. 

Since  personnel  problems  seemed  to  be  at  the  top  of  every  list  of  problems, 
the  RHSC  arranged  to  speak  with  the  personnel  director  to  discuss  how  existing 
community  employment  agencies  might  help  fill  the  personnel  gap  and  how  the 
personnel  department  might  revise  its  policies  to  improve  the  impression  that 
it  had  very  little  interest  in  hiring  Roxbury  people.  Although  several  meetings 
have  been  held,  as  yet,  there  has  been  little  action  on  the  part  of  personnel 
to  come  to  the  community  to  do  active  recruiting.  It  was  hoped  the  various 


^■y 


HEALTH 

members  of  the  professional  staffs  miglit  do  uo\«isellng  in  the  community  to 
interest  young  people  about  possible  health  careers >  This  is,  however,  only 
in  the  planning  stage.  A  final  possibility  raised  was  that  the  hospital  might 
revise  its  employment  policy  to  increase  the  number  of  part-time  employees  to 
allow  employment  of  many  of  the  trained  mothers  in  the  community  who  are  unable 
to  work  a  full  day  because  of  their  family  committments . 

The  second  approach  \ias   to  contact  all  other  administrators  of  health 
services  in  the  general  Boston  area,  especially  the  medical  schools,  to  see 
how  they  might  use  their  resources  for  more  direct  community  benefit.  Various 
subcommittees  met  ^■n.th   the  Deans  of  all  the  medical  schools,  and  planned  to 
meet  with  the  directors  of  various  hospital  programs  to  discuss  this  issue.  It 
was  felt  that  this  would  serve  the  dual  purpose  of  informing  the  community  of 
what  X'fas  and  might  be  available,  and  informing  the  medical  profession  that  the 
community  was  interested  in  solving  its  health  problems .  These  meetings  evinced 
a  great  deal  of  interest  on  the  part  of  the  medical  schools,  especially  xirith 
respect  to  decentralizing  services,  hiring  neighborhood  residents  and  providing 
more  effective  services  within  the  area.   In  a  very  real  sense,  both  the  medi- 
cal administrators  and  physicians  and  the  community  x^-ere  discussing  the  need 
for  a  program  which  now  can  be  funded  under  Section  211  of  the  Economic  Oppor- 
tunity Act.  At  that  time,  however,  little  could  be  done  and  was  done  beyond 
the  introductory  phase  in  this  relationship.  The  Committee  has  also  utilized 
its  various  medical  advisors  to  gain  Imoxfledge  of  health  service  programs  in 
other  cities,  in  order  to  study  the  possibility  of  implementing  these  programs 
in  Roxbury. 

V/ith  the  advent  of  Medicaid  in  Massachusetts,  the  Committee  became  interest- 
ed in  informing  the  community  of  the  opportunities  presented  under  the  program 
and  in  determining  whether  the  administrative  structure  for  Medicaid  was 
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eff.-;tiv3  in.  ofctzinir-g  tu^  J^=^— .<t  :• — -pcnse  TroF.  i-iJ-^ibli  citizens.   Efforts 

were  r.iP.ds  to  dJ.i^?aiTiin2.te  infcrmatjcn  cf  tha  progrr.a  and  to  datsnnine  the 
success  of  those  attempting  to  utilize  the  advantages  offered. 

The  third  set  of  actions  taken  by  the  Coiniiiittee  xrere  developed  to  insure 
that  the  entire  community  was  represented  and  that  tl:e  needs  of  the  Coram-unity 
could  be  mads  immediately  available  to  the  Committee.  Representation  was 
solicited  f--3:Ti  all  exis-'-ing  commvinity  agencies  and  areas  mthin  Roxbury. 
Interested  p-.ople  with  eith-^r  Eug5:3stions  or  complaints  were  encouraged  to 
attend  the  ■n^; -tings.  Although  this  type  of  approach  was  useful  in  getting 
many  suggeetj  ;.ns  and  crit:U:"  sms,  it  was  felt  that  systematic  infonnation  \j3.s 
necessary.  In  an  effort  to  rwtain  this  information,  surveys  were  carried  out 
in  two  of  the  housing  projects,  Iiifhittier  Street  and  Orchard  Park  to  determine 
I   what  the  people  wanted  in  the  way  of  health  services  and  hoxir  they  appraised 
the  present  facilities.  Many  new  needs  arose  which  \'iOTe   invaluable  to  the 
Committee,  for  example,  it  was  discovered  that  the  problem  of  retarded  children 
who  had  no  x-ray  to  get  supervision  or  guidance  in  ;.he  existing  facilities  were 
of  major  concern  to  many  mothers.  A  committee  was  organized  to  bring  these 
mothers  together  along  x-jith  appropriate  service  agencies  to  try  to  give  them 
some  help  xri. th  this  problem. 

The  RHSC  is  also  attempting  to  obtain  periodic  coverage  in  local  nex-rs- 
papers  of  activities  and  programs  which  area  residents  might  be  interested  in 
using. 

A  final  goal  of  the  Comraittee  was  to  bring  togeth^x-  all  the  groups  and 
institutions  which  had  been  contacted  separately,  both  in  the  medical  profession 
and  in  the  community,  to  develop  a  strategy  for  improvement.   It  was  hoped  that 
such  a  meeting  x-xould  alloxiT  for  better  communication  and  coordination.  A  number 
of  people  both  in  the  community  and  from  various  health  agencies  recognized. 
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however,  that  a  piecemeal  approach  woiild  be  inadequate.  Improvements  that  were 

on  the  minds  of  most  individuals  were  insignificant  compared  with  both  the 
need  and  the  funding  possibilities.  They  recognized  that  an  entirely  new 
delivery  mechanism  and  system  was  the  only  way  of  solving  the  problems . 

At  this  juncture  early  this  year,  the  Committee  was  made  aware  by  A.B.C.D. 
representatives  of  the  possibilities  of  developing  a  Comprehensive  Neighborhood 
Health  Services  Program  for  Roxbury  for  submission  for  funding  under  Section 
211  of  the  Economic  Opportunity  Act.  A.B.C.D.,  Inc.  turned  to  the  RCHS  for 
assistance  in  the  planning  of  the  program.  The  concrete  hope  of  realizing  the 
objectives  of  comprehensive  health  services  for  the  community,  brough  forth  a 
renewed  response  from  the  many  interested  citizens,  groups,  and  agencies. 
A  series  of  meetings  xrere  held  \<n.th   the  Health  Services  staff  of  A.B.C.D., 
)   Inc.  to  develop  the  plans  for  the  program,  id-th  the  active  participation  from 
all  segments  of  the  Community.  (See  Appendix  VI). 

That  the  community,  through  the  RHSC,  ijas  fully  prepared  to  offer  more  than 
assistance  in  the  planning  of  the  program  became  evident  as  many  evenings  and 
weekends  were  devoted  by  committee  members  to  insure  that  their  health  center 
was  to  be  truly  comprehensive  and  responsive  to  their  needs.  Insofar  as 
feasible,  all  recommendations  and  suggestions  of  the  community  have  been  incorp- 
orated into  this  proposal,  extending  from  scope  and  design  of  program  services 
through  the  organizational  and  board  structure. 

A  meeting  was  held  ^^dth  the  Commissioner  of  the  Health  Advisory  Committee 
of  the  Department  of  Health  and  Hospitals  at  which  time  a  general  endorsement 
of  and  support  for  the  concept  of  the  establishment  of  a  Neighborhood  Health 
Center  eminated. 
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In  the  discussions  that  followed,  it  became  clear  that  Boston  University- 
has  a  major  commitment  to  developing  services  in  the  area  under  discussion. 
The  services  include  not  only  the  Boston  University  services  at  Boston  City 
Hospital  (pediatrics,  obstetrics,  medicine,  surgery,  ophthalmology  and  child 
psychiatry),  but  also  the  Home  Medical  services  and  the  Maternal  and  Infant 
Care  project  in  the  Roxbury  area. 

In  addition,  the  area  under  discussion  is  within  the  catchment  area 
assigned  to  the  Boston  University  Community  Mental  Health  Program. 

The  target  area  was  selected  by  the  Roxbury  Health  Services  Committee  due 
to  their  laaowledge  of  and  interest  in  the  Roxbury  health  situation.  As  resi- 
dents of  all  the  areas  in  Roxbury  are  represented  on  the  RBSC,  the  selection 
of  the  service  area  was  achieved  through  a  systematic,  realistic  analyses. 
The  selection  of  the  target  area  was  endorsed  by  the  Health  Services  Advisory 
Committee  of  the  Department  of  Health  and  Hospitals. 
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IV.  Sponsorship  and  Auspices 

ABCD  -  the  Community  Action  Program  Agency  for  Boston 
A.   General  Overview  of  CAP  in  Boston 

In  the  city  of  Boston^  Action  for  Boston  Community  Develop- 
ment is  the  agency  which  has  the  responsibility  for  planning 
and  directing  Boston's  War-on-Poverty.  ABCD  was  organized  in 
1961  -  1962  by  a  coalition  of  agencies  desirous  of  effecting 
planned  social  change  in  the  City.   It  was  originally  funded  by 
the  Ford  Foundation  and  local  charitable  institutions.  Before 
the  establishment  of  OEO  the  activities  of  ABCD  included  ex- 
perimentalj  pilot  and  demonstration  programs  in  the  fields  of 
education^  employment^  social  welfare,  juvenile  delinquency, 
health  services,  and  legal  services  financed  by  private  funds 
under  the  Ford  Foundation  and  governmental  grants  by  HEW  and  the 
Labor  Department.  OEO  funds  since  early  I965  have  made  possible 
expanded  programs  in  community  action,  including  child  develop- 
ment^ manpower,  health,  etc. 

The  ABCD  Board  has  representation  from  the  major  public  and 
private  agencies  (including  the  Mayor,  the  Superintendent  of 
Schools,  a  member  of  the  Boston  Housing  Authority,  a  member  of 
the  Redevelopment  Authority,  and  Boston  Welfare  Department)  and 
includes  representation  of  other  city-wide  interests  such  as 
labor,  business,  religious  groups,  and  civil  rights  organizations. 
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One  half  of  the  Board  of  Directors  are  residents  of  .the  ten  poverty 
areas  of  the  city.  The  total  membership  of  -the  Board  has  been  h3   members; 
22  city-wide  representatives,  22  representatives  of  local  areas.  The  Board 
(soon  to  be  expanded  to  67  representatives)  is  the  eoverniJis  t>ody  of  A.B.C.D.- 
and  the  principal  mechanism  in  the  community  action  system.  Given  its  commit- 
ment to  a  comprehensive J  coordinated  and  effective  Community  Action  Program, 
the  membership  of  the  Board  reflects  the  mobilization  of  all  important  seg- 
ments of  the  community  including  leaders  of  the  poor  and  the  poor  themselves . 

The  A.B.C.D.  Programs  design  emphasizes  the  effective  coordination  of 
all  community  resources,  both  on  the  city  and  neighborhood  level  so  that 
individuals  and  families  can  receive  the  coordination  of  services  they  need 
and  so  there  is  no  duplication  of  effort. 

Neighborhood  APAC  Multi-Purpose  Centers  are  the  key  to  this  coordination 
and  also  the  provision  of  critical  supportive  service  needs  of  earmarked  and 
high  priority  programs.  Comprehensive  health  services,  for  instance,  are 
essential  to  any  long  term  solution  of  the  employment  program.  And,  like- 
wise, all  of  the  earmarked  and  high  priority  programs  have  documented  a 
specific  need  for  general  and  specialized  training.  These  essential  back-up 
services  can  make  the  difference  in  achieving  a  measurable  impact  in  the 
anti-poverty  effort  in  Boston, 
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I 
V.  Organizational  structure  of  the  Health  Center 

In  Boston  the  Community  Action  Agency  -  ABCD,  Inc.,  has  established  a  pattern 
of  delivery  of  community  programs  whereby  all  projects  at  the  neighborhood  level 
are  an  intrical  part  of  the  local  area  planning  council.  All  poverty  programs  in 
the  geographic  area  of  jurisdiction  must  go  through  the  local  Area  Planning  Action 
Council. 

In  the  Roxbury-North  Dorchester  area  -  (the  area  of  the  Neighborhood  Health 
Center)  the  local  APAC  presently  functions  within  the  fiscal  structure  of  ABCD^Inc, 
for  purposes  of  fiscal  administration.  Therefore,  the  initial  Grantee  of  the  211 
monies  for  the  Roxbury  Neighborhood  Health  Center  will  be  Action  for  Boston 
Community  Development,  Inc.,  and  the  Roxbury-North  Dorchester  Area  Planning  Action 
Council  acting  as  one  party  to  the  contract  from  the  Office  of  Economic 
Opportunity.  Action  for  Boston  Community  Development,  Inc.,  being  the  funding 
agent  will  assume  the  fiscal  audit  responsibility  for  the  program. 

The  Neighborhood  Organization  and  Operations  Division  of  ABCD,  Inc.,  is 
the  organizational  link  between  the  neighborhood  area  planning  council  and  the 
Action  for  Boston  Community  Development  central  office.  The  Health  Services 
Division  of  ABCD,  Inc.,  will  continue  to  assure  that  this  program  meets  the 
intent  of  the  Federal  Legislation  and  fits  into  the  over-all  goals  of  all  the 
anti-poverty  programs  in  Boston. 

The  Health  Services  Division  will  help  in  the  development  of  other  health 
programs  for  target  areas.  This  division  will  also  insure  that  they  link 
coordination  of  effort  in  the  development  of  health  programs  in  the  target  area 
of  the  City  of  Boston.  This  division  will  represent  the  interests  of  the  health 
needs  of  the  poor  in  the  planning  of  Health  Services  for  Boston,  (the  Roxbury 
Neighborhood  Health  Center  experience  may  be  the  most  valuable  base  for  future 
planning). 
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The  Health  Services  Division  is  aware  of  and  has  access  to  other  potential 
health  funding  resources  which  will  be  applicable  to  the  program  direction 
of  the  Health  Center.  As  the  program  is  developed^  other  services  will  be 
needed  to  insure  truly  comprehensive  family  focus  health  care.  Action  for 
Boston  Community  Development,  Inc.,  is  structured  with  specific  divisions 
which  inter-relate  and  work  as  a  team.  The  Health  Services  has  an  on-going 
relation  with  all  other  functional  divisions  in  order  to  focus  on  all  the  needs 
of  the  poor.  This  division  also  relates  to  the  programatic  divisions  for  long- 
range  planning. 

Each  Area  Planning  Action  Council  has  program  responsibility.  Local 
planning  action  councils  allow  for  direct  participation  by  neighborhood  residents 
in  development,  conduct  and  administration  of  poverty  programs  in  their  area. 
These  are  local  in  policy  making  governing  bodies  with  membership  of  24  to 
k2   members, half  of  who  are  persons  of  low  income . 

In  this  capacity  they  have  a  responsibility  for  each  of  the  poverty  pro- 
grams functioning  in  their  area  and  a  responsibility  for  the  assessment  of  the 
goals  and  needs  for  these  programs  on  the  over-all  poverty  problem. 

1.  Board  of  ;^i rectors 

In  accordance  with  standards  set  up  by  the  Roxbury-North  Dorchester  APAC, 
the  Roxbury  Health  Services  Committee  will  be  delegated  by  the  APAC  to  nominate 
members  to  serve  on  the  corporation  board.  The  overall  board  selection  must  be 
approved  by  the  Roxbury-North  Dorchester  APAC.  This  board  shall  become  in- 
corporated and  be  the  governing  body  of  the  Roxbury  Health  Center. 

In  order  to  broaden  the  scope  of  membership,  both  on  the  Nominating  Committee 
and  the  Board,  the  Roxbury  Health  Services  Committee  will  involve  the  various 
segments  of  the  Roxbury  Community  and  the  interested  professional  community. 
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which  is  presently  working  with  the  Committee. 

The  Board  shall  consist  of  (15)  members  to  serve  a  two-year  terra  (except 
for  1/3  selected  by  lot  to  serve  a  one-year  term).  Selected  persons  of  legal 
age  in  the  following  categories  will  be  eligible: 

1.  Substantial  representation  from  the  community  served. 

2.  Representation  from  the  agencies. 

3.  Other  city-wide  representatives. 

k.     Representatives  of  the  health  professions. 
2.  The  Officers  shall  be: 

A  Chairman  of  the  Board^  A  Vice  Chairman  and  a  Secretary-Treasurer.  The 
Clerk  of  the  Board  shall  be  the  Health  Center  Administrator.  The  Project 
Director  shall  be  the  delegate  agent  of  the  Board. 

Appropriate  necessary  committees  will  be  established  to  function  as  part 
of  the  board  structure.  These  committees  will  fill  into  two  categories; 
functional  and  program.  The  functional  committees  may  include;  finance^  budget^ 
personnel^  housing^  nominating.  The  Program  Committees  may  include  family  care 
services,  community  relations,  public  information,  health  education,  health 
careers .  Committee  Members :  The  chairman  of  each  committee  shall  be  a  member 
of  the  Board  and  other  members  shall  represent  technical  experience.  All 
Committee  and  Board  Members  are  volunteers . 

a.  Term  -  Board  members  (except  those  initially  designated  to  serve  for 
one  year  -  I/3  of  the  members  selected  by  lot)  shall  serve  for  a  two  year  term. 
The  term  shall  be  for  two  years  from  date  of  the  first  Annual  Meeting  of  the 
Board  following  its  formation.  One  third  of  the  members  shall  be  selected  at 
each  subsequent  Annual  Meeting.  No  member,  including  any  nominee,  shall  serve 
for  more  than  two  consecutive  terms  without  a  period  of  at  least  one  year  to 
lapse  following  the  completion  of  a  second  term,  before  he  or  she  is  eligible 
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for  membership  again.   No  member  vho  failed  to  attend  more  than  one-half  of  the 
regularly  scheduled  meetings  of  the  Board  during  his  term  of  office  shall  be 
eligible  for  re-election  as  a  member. 

A  category  of  honorary  board  membership  can  be  developed  to  meet  approved 
objectives  of  recognition  for  service.  Further  specifics  regarding  the  manage- 
ment of  the  Board  i.e.  resignations^  vacancies^  enforcement  shall  be  developed 
by  the  Constitution  and  by-laws  Committee  of  the  Board. 
3.  Staff 

(1)  Project  Director;  The  Project  Director  will  be  directly  responsible 
to  the  Board  of  Directors  for  the  administration  and  implementation  of  the 
total  program  and  any  contractural  agreement  for  specific  services.  He  will 

be  responsible  for  the  hiring  of  all  professional  staff.  He  will  be  responsible 
for  the  collection  of  clinical  data  in  such  form  that  the  accumulated  records 
can  be  effectively  utilized  in  the  evaluation  of  the  project.  He  will  be  in 
charge  of  all  staff  conferences^  but  may  delegate  this  responsibility  to  any 
of  his  professional  colleagues  whenever  appropriate.  He  will  be  responsible 
for  the  preparation  of  progress  reports  and  of  a  final  report  for  board 
approval . 

(2)  The  Administrator;  The  Administrator  is  directly  responsible  to  the 
project  director.   He  will  have  administrative  responsibility  for  the  business 
management  of  the  Health  Center  and  the  supervision  of  all  Management  staff 
and  personnel  functions.  He  will  serve  as  the  Clerk  to  the  Board  of  Directors. 

(3)  Family  Care  Staff;  Under  the  supervision  of  the  Project  Director^  will 
be  responsible  for  the  administration  of  the  operational  disciplines  in  daily 
and  continuing  development  of  the  center's  activities. 
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(k)   Professional  Staff:  The  medical  staff  is  sub-divided  into  four  groups^ 
each  of  which  will  have  a  director  who  is  responsible  for  the  staffing  of  his 
particular  service.  They  are  as  follows: 

(a)  Medical  staff  -  includes  both  institutional  and  community 

physicians 

(b)  Nursing  staff  -  includes  both  staff  employed  at  center  and  any 

sub-contracted  group  (such  as  VWA,  Public  Health 
Nurses,  physiotherapists,  etc.) 

(c)  Dental  Services  Director  -  includes  both  staff  members  and  sub- 

contracted agencies  (i.e.  various 

clinics).  Where  possible,  community 
practioners  shall  be  included  in  the 
service  program. 

(d)  Social  Service  Director  -  to  work  in  conjunction  with  staff 

woi'kers,  workers  from  the  Department 
of  Public  Welfare,  and  other  community 
agencies. 

Community  Organizer:  The  Community  Organizer  shall  have  three  major 
responsibilities  as  outlined  below: 

(l)  to  insure  maximum  community  participation  in  the  program,  and  to 
insure  that  the  community  is  appropriately  informed  of  all  opportunities  in 
the  program.  This  will  include  both  appropriate  education  measures  and  public 
relations  activities. 

(2)  to  coordinate  the  activities  of  the  various  community  agencies  which 
provide  services  in  conjunction  with  the  center  to  minimize  duplication  of 
effort. 

(3)  to  be  responsible  for  the  training  and  supervision  of  the  neighbor- 
hood health  workers . 

The  community  organizer  shall  be  a  member  of  the  community  who  has  had  at 
least  three  years'  experience  in  community  organization  or  related  fields.  Ex- 
perience in  health  fields  or  related  areas  is  preferred,  but  not  necessary.  On- 
the  job  training  in  health  education  techniques  will  be  provided  by  appropriately 
trained  individuals.     (See  Appendix  V.)  ^S"^ 
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VI  PROGRAl-I  OPERA.TION 

It  is  proposed  that  the  Comprehensive  Coinmunity  Health  Center  will  operate 
within  the  context  of  the  organizational  concept  outlined  in  the  introduction 
and  further  amplified  above,  namely,  that  the  grantee  organization  will  be 
Action  for  Boston  Community  Development,  Inc.  and  the  operating  agency,  The 
Boston  University  School  of  Medicine.  Betvjeen  these  two,  will  be  a  Community 
Board  which  shall  consist  of  not  more  than  1?  members . 

The  Boston  University  proposes  to  establish  an  academic  department  to  be 
Imown  as  the  Department  of  Community  Medicine.  The  Professor  and  Chairman  of 
which  shall  be  based  in  the  Community  Health  Center  and  who  will  relate  to  the 
Community  Board  on  the  one  hand  and  a  Professional  Executive  Committee  for  the 
Community  Health  Center  on  the  other.  The  Executive  Committee  id-ll  consist 
of  the  heads  of  the  clinical  divisions  and  departments  of  the  School  of  Medicine 
(Medicine,  Surgery,  Pediatrics,  Obstetrics  and  Gynecology  and  Psychiatry)  with 
the  Associate  Dean  of  the  Boston  University  School  of  Medicine  as  Chairman. 

The  Chairman  of  the  Department  of  Community  Medicine  shall  be  an  ex- 
officio  member  of  the  Executive  Committee.  The  nomination  of  the  Professor 
and  Chairman  of  Community  Medicine  is  an  academic  responsibility.   His  appoint- 
ment as  project  director  will  be  made,  however,  mth  the  concurrence  of  the 
Community  Board.  All  subsequent  nominations  to  the  professional  staff  of  the 
Center  shall  be  made  to  the  Dean  of  the  Boston  University  School  of  Medicine 
by  the  Professor  of  Community  Medicine  if  faculty  appointments  are  involved 
and  shall  receive  the  concurrence  of  the  Coi^munity  Board.  Non- faculty  staff 
appointments  vrLll  also  be  recommended  by  Project  Director  and  villi   be  approved 
by  the  Commuinity  Board. 

It  will  be  the  responsibility  of  the  Project  Director  to  develop  programs 
on  the  basis  of  need  as  identified  by  the  Community  Board,  and  on  the  basis  of 
feasibility  as  identified  by  the  Executive  Committee. 
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The  Project  Director  will  be  responsibl'?  for  program  of  education  and 
training  of  professional  and  a.lliod  professional  health  personnel  as  they 
concern  the  Ceu-'-.er.  Policioj  .--yarding  thise  programs  vill  be  establiched  by 
the  Executive  Ccii^.d-ctee.   Pol.i.,,/  regarding  pr„  :;,..'ai:i3  for  t':.3  aducatici  and 
training  of  sub-prof eso'ional  p^i^ciiael  (those  not  roquiring  a  collegiate  or 
professional  degree)  shall  be  3stv.%blished  by  the  Commianity  Board.  Supervision 
of  these  programs  may  be  delegcitoL.  ':/   the  Pi'cJ  :■:  Director. 

Overview-Scope  of  Services 

The  few  available  studies  of  general  medical  practice  indicate  that  a 
physician  can  manage  a  high  percentage  of  his  patients '  medical  problems 
iri-thout  hospitalizing  the  patient.  In  addition^  more  recent  hospital-based 
outpatient  department  studies  have  shoi^n  that  general  or  group  clinics  out- 
perform traditional  specialty  clinics  when  evaluated  in  terms  of  appropriate 
utilization,  nximbers  of  patients  lost  to  follow-up  and  decreased  load  on  emer- 
gency facilities.  It  should  be  evident,  therefore,  that  the  impact  of  the 
proposed  community  health  center  x-dll  be  to  provide  comprehensive  high  quality, 
personalized  continuous  famil/  health  care  at  +he  neighborhood  level. 
1.  Familty  Care  Team 

The  base  upon  which  the  Center  Services  are  to  be  developed  will  be  the 
team  approach  for  the  family  unit.  The  family  care  team  will  be  headed  by  a 
board  eligible  or  board  certified  internist  or  pediatrician,  and  will  consist 
of:   community  physicians,  public  health  nurses,  social  workers,  dental 
hygienists,  and  health  aides. 

The  family  care  team  mil  assume  health  management  responsibility  for  an 
entire  family.  Some  of  the  Fpecific  services  provided  by  this  team  are: 
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a.  Diagnosis  % 

b.  Treatment  -  each  family  will  be  provided  with  high 
Cj^^ '."lity  cai-e  in  the  Center,  clinic  or  hospital  as 
:;:.^j:l,ci^^od  u,',"  hij  n:3d. 

c.  Child  cai-e  -  supervision  ox  the  growth  -ad  aevol^;tj- 
ment,  inmmnization,  nutritional  guidance,  etc. 

d.  Health  check-up  and  preventive  services  -  screening 
for  tuberculosis,  cancer,  serology,  etc.  Employ- 
ment, camp,  school,  scouting,  insurance  and  similar 
physical  examinations  will  be  provided  as  part  of 
the  clinical  services .  Preventive  health  services 
■will  include  dental  prophylatic  treatment. 

2.  Health  Care  Conference  -  frequent,  perhaps  daily  meetings  of  the  members 
of  the  several  health  care  groups  will  be  held  in  order  to: 

a.  Acquaint  other  members  of  the  groups  iiiith  current 
problems  of  families. 

b.  Obtain  advice  concerning  management  of  these  problems 
from  other  health  care  team  members . 

c.  Plan  for  the  h'-  Ith  nf  families  units,  thus,  antici- 
pating stoe  :■:.-:■.  :u  entire  family  rather  than  focusing 
solely  on  iv  '  i  rij'-l  family  m^m:^'    'in. 

d.  Achieve  corr.inaed  i  atual  appreoj.  i  :i  .  .  of  the  sort  of 
problems  exynj.  .i.enced  in  each  oi  tiie  related  health 
fields . 

e.  Maintain  up-to-clat^  records  of  famiD.y  health  informa- 
tion. 
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3.  Other  Clinical  Specialty  Areas 

In  addition  to  the  family  care  team,  clinical  specialists  will  be  on  the 
staff  or  made  available  in  affiliated  hospitals. 

It  is  anticipated  that  there  XTill  be  6OO  births  each  year  in  a  population 
of  30,000  persons.  This  potential  patient  census  indicates  the  need  for  the 
services  of  full-time  obstetricians,  gynecologists  with  in- hospital  support. 

Monthly  visits  during  the  post-natal  period  would  be  the  usual  rule  id.th 
an  attempt  to  achieve  the  following  goals: 

a.  The  patient  irould  meet  and  get  to  Icnow  a  nurse  or 
nurse's  aide  x^ho  would  see  her  each  visit. 

b.  Practical  nurtitional  counseling  would  be  given. 

c.  An  effort  would  be  made  to  involve  the  father  and 
instruct  him  in  the  rudiments  of  child  care. 

d.  A  first-rate  course  in  the  comprehensive  care  of  in- 
fants wou.'^d  be  offered. 

e.  An  introduction  to  methods  of  family  planning  would 
be  provided. 

A  carefully  coordinated  approach  to  unwed  teenage  mothers  would  be  an 
important  feature  of  the  program.  Individualized  management  of  each  such 
patient  would  be  the  goal  xri.th  emphasis  on  continuing  education,  job  training, 
follow-up  counseling,  group  discussion  and  prevention  of  recurrence.  This 
vjould,  of  course,  be  supplemented  by  other  programs  of  the  Center  which  might 
include  items  such  as  sex  education  in  schools  combined  with  a  course  in  first 
aid  and  personal  hygience. 

In  keeping  iri.th  the  family- cents red  aspects  of  the  Center,  post-natal 
and  gynecological  clinics  would  be  schedule  to  conveniently  coincide  with 
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with  pediatric  and  immunization  sessions.  A  well-supervised  nursery  would 
care  for  young  children  while  their  mother  was  being  seen,  and  would  offer 
an  opportunity  for  employment  and  training  of  women  in  the  community. 

DENTAL  SERVICES 

A.  Broad  Statement  of  Objectives 

The  prime  objective  of  this  program  is  to  provide  comprehensive  oral 
health  care  for  adults  and  children.  Optimal  oral  health  can  be  achieved  by 
means  of  patient  education,  preventive  measures  and  comprehensive  quality  care 
mth  regular  maintenance. 

The  objective  of  this  program  will  be  to  attain  a  functioning  dentition 
free  of  disease  when  no  restrictions  are  placed  on  the  extent  and  quality  of 
care. 

Initial  dental  examination  will  record  DIIF  counts,  malocclusion  and 
periodontal  disease  on  data  processing  forms.  This  will  be  repeated  each 
year  for  each  patient. 

Clinical  facilities  mil  include  the  Boston  University  School  of  Graduate 
Dentistry.  Data  analysis  will  be  performed  by  the  Boston  University  Computer 
Center. 

B.  Plan  of  Study  -  Introduction  and  Specific  Aims 

It  has  been  established  that  any  dental  program  for  children  and  adults 
should  be  comprehensive.  In  areas  where  fluoridation  of  communal  water  supply 
has  not  been  carried  out,  a  vigorous  program  of  education,  prevention  and 
regular  maintenance  must  be  instituted  to  improve  dental  health.  Specifically, 
the  preventive  program  should  include:   (l)  fluoride  therapy  -  systemic  and 
topical,  (2)  dietary  recommendations  -  including  reduction  in  frequency  of 
consumption  of  sweets  and  advice  relative  to  a  detergent  diet,  (3)  oral 
hygience  -  including  oral  prophylaxis  at  regular  intervals  and  tooth  brushing 
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instructiorij  (h)   patient  education  on  a  continuing  basis,  (5)  recognition  of 
malocclusion  stressing  the  preventive  and  interceptive  roles  of  restoration  of 
teeth,  maintenance  of  space  and  replacement  of  missing  teeth. 

The  treatment  phase  will  include  complete  examination,  diagnosis  and 
treatment  planning  \rith   initial  efforts  geared  essentially  to  eliminate  all 
pain  and  infection.  Emphasis  will  be  placed  on  treating  diseases  of  soft  tissues 
and  bone,  restoration  of  carious  or  traumatized  teeth,  replacement  of  missing 
permanent  teeth  and  treatment  of  malocclusion,  particulary  maxillo- facial 
deformities  and  disfiguring  or  handicapping  occlusion. 
C.  Plan  and  Method  of  Program 

A  comprehensive  dental  health  program  involving  the  population  in  the 
first  and  second  phases  of  the  target  area  Tiriill  be  instituted  to  evaluate  the 
benefits  of  a  regimen  combining  education,  prevention,  quality  care  and  main- 
tenance. 

There  is  general  agreement  throughout  dentistry  that  caries  and  period- 
ontal disease  are  the  profession's  txro  major  problems  at  present.  Since  a 
preventive  program  can  make  a  significant  reduction  in  the  incidence  of  these 
diseases,  emphasis  should  be  placed  on  preventive  practices  beginning  as  early 
as  possible  in  the  project.  This  counselling  should  center  on  the  optimal 
amount  of  fluoride  therapy  including  administration  of  fluoride  with  pediatric 
vitamins,  the  topical  application  of  fluoride  therapy  including  administration 
of  fluoride  -vrlth   pediatric  vitamins,  the  topical  application  of  fluoride 
solutions,  fluoride  mouth  rinses,  the  fashioning  of  mouth  guards  for  self- 
application  of  fluoride  gels  and  recommendation  of  anticarogenic  dentrifices. 
Special  attention  should  be  given  to  the  reduction  and  control  of  the  con- 
sumption of  sweets  particulary  in  the  diets  of  children.  Toothbrushing 
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instructions  and  oral  prophylaxis  at  regular  intervals,  at  all  age  levels, 
10.11  be  stressed.  This  procedural  approach  mil  be  augmented  by  a  complete  and 
continuing  program  of  patient  education  including  the  prevention  of  malocclusion 
by  restorative  and  prosthetic  dentistry.  Treatment  services  will  be  compre- 
hensive. Ideally  resources  should  not  be  limited  since  restriction  of  any 
program  should  not  alter  the  extent  or  quality  of  the  care,  but  would  rather 
limit  the  numbers  involved.  The  program  is  designed  to  provide  all  indicated 
treatment  and  follow-up  services  necessary  to  restore  and  maintain  total  oral 
health  of  the  patient.  This  would  include  complete  examination,  diagnosis  and 
treatment  planning,  elimination  of  all  pain  and  infection,  restoration  of 
carious  and  traumatized  teeth,  elimination  of  diseases  of  the  soft  and  hard 
tissues,  and  interceptive  care  comprising  space  maintenance,  replacement  of 
missing  teeth  and  treatment  of  malocclusion.  An  educational  program  for  the 
patient  will  include  chair-side  instruction,  pre-natal  and  well  baby  conferences 

dietary  counselling,  and  periodic  essayists . 

The  preventive,  diagnostic  and  therapeutic  modalities  applicable  to  this 

project  may  be  summarized  as  follows: 

1.  Elimination  of  pain  and  infection  regardless  of  source 

2.  Anticaries  measures 

(a)  dietary  counselling 

(b)  fluoride  therapy 

(c)  anticariogenic  dentifrices 

(d)  bacterial  plaque  control  -  including  toothbrushing 
instruction,  plaque  disclosing  measures,  etc. 

3.  Elimination  of  diseases  of  the  investing  and  supporting  tissues 
of  the  teeth 
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(a)  bacterial  plaque  and  calculus  control 

(1)  instruction  in  oral  hygiene e 

(2)  regular  and  periodic  prophylaxis  and  raintenance 

(3)  dietary  regulation 
viz.,  dietary  detergency 

(b)  indicated  periodontal  and  occlusal  therapy 

(c)  periodic  maintenance  and  prevention 
h.     Restorative  Dentistry 

Restoration  of  teeth  with  silver  amalgam,  silicate  cements  and  plastics 
will  be  emphasized.  The  use  of  precious  metals  will  be  judiciously  applied  in 
those  areas  where  there  is  definite  indication  for  their  use.  Conservation  of 
the  dental  pulp  iri.ll  be  emphasized  including  pulp  capping,  pulpotomy  and 
pulpectonQT. 

5.  Prosthetic  Dentistry 

Replacement  of  missing  teeth  by  both  removable  and  fixed  prosthesis 
depending  on  the  individual  patient  need.  Subsequent  periodic  maintenance  will 
be  supplied. 

6.  Orthodontics 

Preventive  and  interceptive  measures  will  be  stressed  to  eliminate  mal- 
occlusion as  it  is  first  evidenced.  Complete  orthodontic  therapy  will  be  pro- 
vided for  disfiguring  malocclusion  and  maxillofacial  deformities. 

7.  Oral  Surgery 

Extractions  and  other  necessary  oral  surgical  treatment  as  required. 

8.  Hospitalization 

Those  patients,  particularly  the  handicapped  child,  requiring  restorative 
and  surgical  care  with  a  general  anesthetic  will  be  admitted  to  the  hospital 
for  complete  mouth  rehabilitation. 
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The  administration  of  the  program  will  be  performed  by  the  Boston 
University  School  of  Graduate  Dentistry. 

Data  Collection 

Dental  examinations  will  be  performed  by  qualified  dentists  experienced 
in  the  techniques  of  public  health  examination.  A  dental  assistant  will  record 
the  findings  on  data  processing  forms  for  automated  analysis.  Statistical 
analysis  to  determine  group  differences  will  be  run  on  both  the  observed  and 
net  increments.  By  observed  increment  is  meant  all  surfaces  that  are  sound 
at  the  first  exam  and  have  carious  lesions  or  restorations  on  the  subsequent 
recall  examination.  This  increment  T/ill  also  include  all  newly  erupted  sur- 
faces that  have  carious  lesions  or  restorations.  Net  increment  applies  to 
that  observed  increment  as  specified  above  minus  reversals  (surfaces  indicated 
as  carious  or  restored  at  the  first  exam  and  indicated  sound  on  the  second 
exam).  In  addition  to  the  recording  of  DMF  counts,  periodontal  disease  and 
malocclusion  vrlll   also  be  assayed  on  automated  processing  forms.  Set  up  and 
subsequent  analysis  of  all  data  iri.ll  be  done  vath  the  aid  of  Boston  University's 
Computer  Center. 
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I. 

A  MENTAL  Hj^LTH  PROGRAM  FOR  ADULTS  WITHIN  THE  ROXBURY  CQMPREHENSIVB 

COI'MUNITY  HEALTH  CENTER 

The  major  goal  of  the  overall  program  will  be  concentrated — as  in 
other  sectors  of  the  program:  on  establishing  a  pattern  of  services 
which  will  move  sources  of  help  closer  to  the  popvilation  to  be  served 
by  the  Comprehensive  Center,  and  additionally,  design  such  services  so 
that  they  will  specifically  meet  the  needs  of  the  community  they  serve. 
The  Mental  Health  Program,  obviously  will  not  and  should  not  operate  in 
isolation  from  the  remainder  of  the  Comprehensive  Care  Program.   Cer- 
tain basic  facilities  which  will  be  used  by  the  Mental  Health  Program 
can  best  be  developed  and  shared  with  other  services.   Those  mentioned 
below  do  not  imply  that  these  would  be  separate  facilities  from  those 
created  for  other  services  within  the  Comprehensive  Health  Center. 
Priorities  for  services  within  the  Mental  Health  Program  and  the  pro- 
gram's specifics  within  these  priorities  must  of  necessity,  if  they  are 
to  be  viable,  be  established  in  active  collaboration  with  the  citizen 
group  for  whom  they  are  to  be  evolved.   This  will  be  an  active  and  con- 
tinuing process  during  the  evolution  of  the  program.   It  is,  neverthe- 
less, possible  to  predict  on  the  basis  of  existing  need,  and  on  the 
basis  of  expressed  dissatisfaction  with  the  resources  presently  avail- 
able, but  many  or  all  of  the  following  program  proposals  will  be 
desirable  in  the  evolution  of  an  effective  Adult  Mental  Health  pattern 
of  services  for  the  population  to  be  served. 

These  proposals  will  be  grouped  in  five  major  headings  as  follows: 
1.)   Direct  services  to  be  located  within  the  Center  itself,  2.)   A 
liaison  with  hospital-based  services  and  other  specialized  services  not 
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Located  within  the  Center,  3.)   Liaison  with  other  community-based 
services,  I4., )   Community  planning  and  community  education  programs, 
and  5«)  Training  and  education  of  professional  and  para-psychiatric 
staff  groups. 

Direct  Services  Located  within  the  Center  Itself 

A,  Emergency  Services 

Residents  of  the  area  served  by  the  Center  should  be  able,  on 
a  twenty-four  hour  basis,  to  receive  emergency  information, 
evaluation  and  treatment  when  the  latter  is  indicated. 

A  telephone  service,  staffed  by  trained  personnel  who  could 
give  immediate  information  on  the  types  and  soxirces  of  help 
available  for  Mental  Health  problems  would  be  the  first  line 
of  defense. 

A  twenty-four  hovir  walk-in  emergency  clinic  would  be  an  essen- 
I        tial  component  and  should  include  in  its  staffing,  personnel 
specifically  trained  to  provide  emergency  psychiatric  evalua- 
tion, referral  and  treatment. 

As  an  adjunct  to  this  and  as  a  back-up  service  of  the  tele- 
phone information  service,  would  be  a  home  visiting  team, 
VJhere  indicated  a  member  or  members  of  this  team  would  go  to 
the  home,  rather  than  having  the  patient  come  in  to  the  Center 
to  receive  help.   This  home  visiting  team  would  be  referred 
to  again  later  in  section  three. 

B.  Short  Term  and  Extended  Treatment  and  Pollow-up  Services 

Physical  facilities  should  be  available  in  the  Center  for  a 
neighboring  trained  therapist  to  see  individuals  who  have 
been  evaluated  and  are  judged  as  needing  continued  treatment 
within  the  Center  itself. 

Scheduling  framework  would  be  evolved  to  make  it  possible  for 
the  therapist  to  see  individuals  accepted  for  treatment  at 
the  Center  itself  where  this  is  indicated. 

Important  components  of  this  program  would  be  the  evaluation 
of  appointment  schedules  to  reduce  waiting  time  seen,  the 
provision  of  pleasant  and  informal  reception  areas,  including 
facilities  to  care  for  children  who  accompany  parents  who 
have  an  appointment. 
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A  Liaison  with  Hospital  Based  Services  and  Other  Specialized  Services 
Not  Located  within  the  Center 

Currently  available  are  the  following  resrouces  which  can  be  used 
as  hospital  based  back-up  services  for  the  Community  Health  Center. 
They  include  the  Boston  University-Coramonwealth  of  Massachusetts  Child 
Guidance  Clinic  at  the  Boston  City  Hospital  which  operates  within  the 
framework  of  the  Department  of  Pediatrics,  the  Adult  Psychiatric  Clinic 
and  the  In-patient  Psychiatric  Service  of  the  University  Hospital 
which  includes  full-time  hospitalization,  a  day  hospital  and  a  night 
hospital.   All  of  these  are  under  the  direction  of  N.  Bernard  Bandler, 
Professor  and  Chairman  of  the  Division  of  Psychiatry,  Boston  University 
School  of  Medicine  and  Psychiatrist  in  Chief,  University  Hospital, 
When  referral  to  outpatient  clinics  or  hospitalization  is  necessary, 
referral,  treatment  planning  and  follow-up  can  be  closely  coordinated 
to  insTire  continuity  and  coordination  of  treatment. 

At  the  present  time,  Boston  State  Hospital  has  far  more  responsi- 
bility for  providing  services  to  individuals  requiring  in-patient 
psychiatric  care.   The  proposed  area  to  be  covered  by  the  Comprehensive 
Health  Care  Center  falls,  however,  entirely  within  the  catchment  area 
of  the  Boston  University  Community  Mental  Health  Center,   lifhen  the 
Mental  Health  Center  is  opened,  it  will  have  the  formal  responsibility 
for  providing  a  full  range  of  psychiatric  services  to  the  population 
it  serves.   As  a  result,  there  will  be  a  short-term  and  a  long-term 
plan  for  liaison  between  the  Comprehensive  Health  Care  Center  and  back- 
up services  for  the  provision  of  psychiatric  in-patient  care. 

With  the  opening  of  the  Boston  University-Commonwealth  of  Massa- 
chusetts Community  Mental  Health  Center  even  greater  resources  will  be 
made  available  to  the  Comraunity  Health  Center,   The  Mental  Health  Cen- 
ter will  serve  a  population  of  1^0,000  from  diverse  community  groups. 
The  assignment  of  a  psychiatric  treatment  team  from  the  Mental  Health 
Center  to  work  in  close  collaboration  with  the  Community  Health  Center 
will  make  it  possible  to  design  a  still  richer  back-up  program  of 
specialized  services,  including  in-patient  and  day  hospital  care,  which 
will  provide  close  continuity  between  the  services  of  the  two  centers 
and  minimize  the  shifting  of  a  patient  from  therapist  to  therapist. 

Liaison  with  Other  Community-Based  Services 

Important  and  well  directed  neighborhood  programs  already  pro- 
viding Mental  Health  services  exist  within  the  Roxbury  area.   Examples 
of  these  are  the  Roxbury  Multi-Service  Center,  the  Visiting  Nurse 
Association  Program  and  the  Public  Health  Nursing  Program,   Examples 
of  additional  evolving  services  are  the  Sccumenical  Center  and  the 
Projected  Rehabilitation  Center  in  the  Roxbury  area  to  be  operated  by 
the  Massachusetts  Rehabilitation  Commission  in  collaboration  with  the 
Division  of  Psychiatry,  Boston  University.   The  Regional  Welfare  Office 
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is  also  a  crucial  existing  community  agency.   It  would  not  be  the 
intent  of  the  Adult  Mental  Health  Program  within  the  Comprehensive 
Treatment  Center  to  supplant  these  existing  services.   It  will  be 
important,  however,  to  continue  to  evolve  collaboration  with  these 
agencies  both  for  referral,  consultations  and  joint  treatment  plan- 
ning.  The  Community  Psychiatry  Section  of  the  Boston  University 
Division  of  Psychiatry,  already  has  active  on-going  relationships  with 
all  of  these  agencies.   The  Comprehensive  Care  Center  would  provide 
the  opportiAnity  for  intermeshing  these  services  even  more  closely,  or 
creating  more  effective  linkages  between  these  and  other  health  ser- 
vices, and  for  providing  centralized  collaborative  planning  for  the 
specific  needs  of  the  community  to  be  served  by  the  Comprehensive  Care 
Center. 

The  Mental  Health  staff  of  the  Center  would  set  up  a  regular  frame- 
work of  consultation  with  the  personnel  in  these  agencies,  including 
case  conferences,  program  planning,  home  visits  at  the  request  of  the 
agency  and  interagency  case  planning  case  conferences  where  a  number  of 
agencies  are  either  simultaneously  or  sequentially  involved.   The 
Community  Mental  Health  Aide  Program,  discussed  elsewhere,  will  also 
provide  an  important  bridge  with  these  agencies,  and  an  important  part 
of  the  training  program  for  this  group  would  include  familiarizing 
them  with  the  prograius,  personnel,  and  policies  in  these  agencies. 

Community  Planning  and  Community  Education  Programs 

The  Citizen  Advisory  Group,  which  will  be  partners  in  the  evolu- 
tion of  the  Mental  Health  Program  of  the  Center,  will  be  the  most 
important  link  in  establishing  community  education  programs,  and  in 
determining  which  direction  these  programs  should  take.   Supplementing 
these  will  be  the  Community  Mental  Health  Aides  who  will  provide  a 
direct  link  with  the  concerns  and  needs  of  the  Citizen  Group  at  a  grass 
roots  level.   The  combining  of  information,  whether  this  be  by  descrip- 
tive literature,  competently  trained  speakers,  or  discussion  group 
leaders  for  interested  citizen  groups  would  be  another  service  provided 
by  the  Mental  Health  Program  staff.   The  resources  of  the  Division  of 
Psychiatry  of  Boston  University  Medical  School  and  later  of  the  staff 
of  the  B.  U. -Commonwealth  of  Massachusetts  Community  Mental  Health 
Center  can  provide  resources  in  depth  in  the  evolution  of  this  program 
which  will,  of  necessity,  evolve  from  collaborative  discussion  with 
the  citizen  groups  themselves. 

Training  and  Education  of  a  Professional  and  Parapsychiatric  Staff 
Groups 

The  most  important  element  in  the  training  of  the  professionals 
associated  with  the  Adult  Mental  Health  Program  will  be  the  opportunity 
which  the  existence  of  the  Center  presents  for  a  closer  and  more  en- 
during contact  with  the  coraraunity  to  be  served.   Although  the  program 
elements  described  above  are  designed  to  provide  effective  Mental 
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Health  sei-vices  to  the  community  they  also  provide  a  practical  means 
for  achieving  this  closer  contact  for  training  purposes  as  well.   Con- 
versely, the  opportunities  provided  for  close  and  continuing  contact 
between  Community  Mental  Health  Aide  trainees  and  the  professional 
staff  serving  the  Center  will  be  crucial  for  formal  and  informal 
aspect  of  the  training  program  for  this  latter  group.   The  same  con- 
siderations apply,  of  course,  to  the  opportunities  for  close  and 
continuing  collaboration  between  a  Mental  Health  staff  and  a  Citizen 
Advisory  Board. 
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Social  Ifork 

The  social  work  staff  will  be  a  part  of  social  service  in  the 
Center  but  will  work  within  the  psychiatric  division.   It  will  function 
as  part  of  the  psychiatric  team  to  provide  mental  health  services  for 
persons  coming  to  the  Center.   It  will  include  professionally  trained 
social  workers  and  case  aides  and  will  use  the  services  of  neighborhood 
aides  in  specific  instances. 

The  caseworkers  will  participate  in  the  evaluation  and  treatment 
of  individuals  and  families  with  emotional  difficulties.   In  treatment, 
the  caseworkers  will  help  these  persons  with  their  realistic  situa- 
tional problems,  work  to  alleviate  family  tensions  and  improve  family 
interrelationships,  and  assist  them  to  the  fullest  use  of  personal  and 
environmental  resources  in  the  management  of  their  lives.   The  case- 
workers will  also  be  responsible  for  the  coordination  of  community 
welfare  services  for  the  particular  family  to  insure  integration  and 
continuity  of  care. 

The  social  group  worker  will  work  with  selected  patients  in  groups, 
developing  an  activity  theme  for  the  group,  around  which  the  members 
can  begin  to  talk  about  their  problems  and  develop  their  capacity  for 
healthy  social  interaction.   (This  may  be  used  most  significantly  with 
persons  having  difficulty  in  the  verbal  expression  of  their  thoughts 
and  feelings. ) 

The  caseworkers  and  social  group  worker  may  develop  a  family  life 
education  program  -  i.e.,  group  discussion  about  aspects  of  family 
and  social  living  as  they  pertain  to  particular  groups  of  patients. 

As  part  of  the  social  work  program,  there  will  be  the  training  of 
social  work  students  who  will  also  be  actively  involved  in  services  to 
patients  and  families. 
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Training  of  Ilental  Health  Aides 

Providing  medical  and  mental  health  services  to  the  lower  social 
economic  groups  and  particularly  the  poor  is  of  vital  concern  to  those 
in  the  human  services  area.   There  are  a  vast  number  of  individuals  and 
families  with  unmet  medical  and  psychiatric  needs  for  whom  appropriate 
services  are  not  currently  being  provided.   Wisdom  in  the  current  pro- 
posal lies  in  the  deep  recognition  that  the  strategy  for  meeting  these 
needs  ultir.iately  rests  on  these  three  factors?   The  availability  of 
sufficient  manpower  in  the  human  service  professions,  the  appropriate- 
ness of  the  service  offered,  and  whether  the  services  and  the  facili- 
ties are  utilized.   Any  strategy  and  program  which  aims  to  provide 
medical  and  psychiatric  services  acknowledges  the  importance  of  creat- 
ing a  unity  between  the  skilled  specialists  from  the  helping  profes- 
sions and  trained  workers  from  the  groups  being  helped.   As  Reiff  and 
Riessman  point  out: 

"Indigenous  non  professionals  can  greatly  increase  manpower 
resources!  they  can  serve  in  ways  which  are  significantly  more 
appropriate  and  which  can  effectively  increase  utilization. 
They  can  bridge  the  social  distance  by  bringing  together  the 
needy,  the  server  and  the  served. " 

The  rational  for  the  utilization  of  the  indigenous  non  profes- 
sional has  been  amply  supported  by  past  experience  in  a  host  of  com- 
munity action  programs  such  as  Mobilization  for  Youth,  Lincoln  Hospital 
Mental  Health  Service,  Labor  Department  Programs,  and  in  our  own 
experiences  at  Roxbury  Multi-Service  Center,  SNAP,  Family  Service 
Programs,  and  Project  Out-Reach  in  the  Neighborhood  Service  Centers 
of  the  United  South  End  Settlements.   In  his  activities  he  performs 
many  roles:   As  interpreter,  negotiator,  educator  or  helper.   His 
tasks  are  many  but  are  designed  to  insure  a  full  range  of  health 
services  to  the  community  through  change  in  the  delivery  system  and  in 
the  development  of  comprehensive  planning  and  practices.   He  also 
serves  to  insure  maximum  effective  utilization  of  services  to  all  in 
the  service  area,  by  bringing  together  the  health  care  recipient  and 
the  caretal^er  through  institutional  changes  and  through  modification 
in  the  frequently  fragmented  pattern  of  assistance. 

The  health  and  the  mental  health  aide  provides  continuity  between 
the  client  and  the  community  health  resources.   He  provides  continuity 
by  being  an  information  resource  of  service  agencies  and  organizations 
within  his  coiiimunity*   He  has  established  contact  with  coromunity  facil- 
ities and  is  aware  of  administrative  personnel  and  practices  which  can 
facilitate  referrals  while  maintaining  a  cordial  relationship  with 
them.   His  knowledge  of  the  community  can  be  utilized  as  an  instrument 
through  which  interagenc  y   referrals  are  made.   He  provides  follow- 
up  and  follow-through  procedures  to  see  on  the  one  hand  that  the  client 
makes  and  keeps  his  appointments  and  that  the  services  are  provided  to 
the  client.   Thus,  he  serves  as  a  safe  guard  against  anything  but 
maximum  potential  service.   He  intercedes  for  the  client  and  he  can 
provide  the  professional  members  of  the  health  team  with  up-to-date 
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information  about  resources,  the  value  of  services  being  rendered.   He 
serves  as  a  major  resource  in  comprehensive  planning  because  of  his 
intimate  and  direct  involvement  and  contact  in  his  community. 

The  mental  health  aide  provides  a  communication  link  between 
professional  and  community  in  both  directions.   He  serves  to  interpret 
medical  and  mental  health  concepts  and  practices  to  Roxbury  residents 
and  deals  with  the  reciprocal  need  for  the  medical  and  the  psychiatric 
community  to  understand  and  appreciate  Roxbury  as  vital,  dynamically 
idiosyncratic  community  with  rich  traditions  and  \anique  problems  and 
stress. 

Failures  in  communication  may  effectively  impede  continuity  of 
treatment.   At  one  level,  for  example,  Puerto  Rican  residents  of  the 
community  who  do  not  speak  nor  comprehend  English  would  be  at  a  severe 
disadvantage  in  implementing  recommendations  for  treatment  without  an 
interpreter  being  available  to  them.   If  prescriptions  are  presented 
in  English,  medications  may  not  be  effective  because  of  a  failure  to 
follow  the  prescribed  course  of  treatment.   At  other  levels  there  are 
known  cultural  barriers  and  influences  affecting  language  and  coronauni- 
cation.   Information  about  community  resources,  referral  processes, 
examinations  and  recommended  treatments  will  all  be  made  more  effective 
in  the  total  care  for  the  resident  through  the  availability  and  efforts 
of  the  medical  and  mental  health  aide. 

In  addition,  the  aide  can  serve  to  effectively  coordinate  treat- 
ment programs.   There  is  every  likelihood  that  there  will  not  only  be 
multiple  individuals  involved  all  along  the  line  but  that  there  will 
be  multiple  agencies  involved  as  well.   It  is  essential  that  there  be 
coordination  of  effort  in  behalf  of  the  patient.   At  times  the  coordin- 
ation may  relate  to  intra  agency  fijnctions,  in  other  instances  between 
various  medical  facilities  and  in  still  fiorther  instances  between 
medical  and  non  medical  resources.   The  aide  can  serve  as  anchor  man 
by  providing  coordination  of  all  efforts,  personnel  and  agencies 
working  in  behalf  of  the  patient. 

l\/hile  emphasis  has  been  placed  on  the  medical  and  mental  health 
aide  providing  continuity  of  care  and  treatment,  comprehensiveness, 
coordination,  communication  and  the  reduction  in  fragmentation  of 
services  are  substantial  areas  of  contribution  that  are  best  made  by 
him. 
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Child  and  Adolescent  .Mental  Health  Services 

The  family  centered  approach  of  the  OEO  neighborhood  health 
center  is  a  congenial  one  to  those  planning  and  providing  child 
mental  health  services;  the  child  providing  a  natural  avenue  for 
reaching  a  family  to  effect  positively  the  physical  and  social 
fxihctioning  of  the  whole  unit;  and  the  family  supporting  effective 
work  with  a  troubled  or  inadequately  developing  child.   The  chall- 
enge here  is  to  plan  a  format  bringing  the  child  mental  health  per- 
sonnel into  close  working  relationships  with  other  personnel  within 
the  Center  so  that  coordinated  care  is  available  for  the  ivhole  fam- 
ily.  l\herever  specialized  activities  are  required,  these  must  be 
carried  on  within  the  framework  of  the  family  care  so  that  "clinic 
groupings"  within  the  Center  do  not  perpetuate  the  fragmentation 
of  services  familiar  in  the  OPD  system.   The  utilization  of  neigh- 
borhood aides,  of  visiting  nurses,  clergymen  and  others  to  infotm 
of  and  find  ways  of  incorporating  cultural  and  social  considerations 
into  the  work  of  the  child  mental  health  services  will  be  vital. 

The  varying  needs  of  children  and  adolescents  according  to 
their  phases  of  development  should  deterrdne  the  style  of  function- 
ing of  the  child  mental  health  personnel  and  the  extent  to  which 
they  carry  on  certain  activities  at  a  place  or  time  separate  from 
those  of  the  other  personnel. 

iJhen  such  specialized  activities  are  indicated,  they  must  be 
carefully  coordinated  with  the  assistance  being  given  the  specific 
fajnily  by  other  personnel.   The  familiar  child  guidance  team  concept 
must  be  broadened  to  include  the  family  team  of  medical  and 
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paramedical  co-workers  even  when  the  pattern  of  working  may  vary- 
according  to  the  needs  of  the  child. 

Members  of  the  Roxbury  comravinity  have  voiced  their  statement 
of  greatest  needs  from  a  Health  Center  as  pediatric  and  maternal 
care:   it  is  to  these  areas  that  child  mental  health  personnel  will 
bring  in  a  major  way  their  complimentary  services. 

The  principal  thrust  of  child  psychiatric  activity  will  lie 
in  the  direction  of  contributions  to  prevention,  to  detection  of 
early  or  beginning  disturbances  in  child  development,  to  early 
intervention  and  to  responsible  use  of  community  treatment  resources 
when  longterm  individual  treatment  is  required  for  a  child.   Within 
this  pattern  the  involvement  of  other  Center  personnel  and  of  child 
serving  community  agencies  to  support  a  child's  growth  and  promote 
healthy  change  will  be  a  key  modality. 

The  basic  aims  of  the  mental  health  services  for  children  and 
adolescents  include:   1)  the  provision  of  services  to  the  child 
in  such  fashion  that  the  total  functioning  of  the  family  lonit  may 
be  positively  influenced;  2)  the  provision  of  child  services  geared 
to  the  specific  ages  and  phases  of  development  to  bring  to  bear 
optimal  preventive  and  early  interventive  measures  to  promote  healthy 
child  growth  and  positive  parent-child  interactions;  3)  the  pro- 
vision of  services  purposefully  coordinated  with  activities  of  other 
professional  personnel  of  the  Center  and  of  health,  educational, 
recreational  and  child  care  agencies  in  the  community  which  can 
support  and  facilitate  the  promotion  of  growth  in  the  child  and  his 
family. 
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IJithin  these  concepts ^  the  child  psychiatric  personnel  will 
be  involved  in  programs  of  prenatal  care  and  education,  infant 
development  and  well  child  care.   Special  emphasis  will  be  placed 
on  pre-nursery  age  2-3  year  old  children,  on  Operation  Headstart 
programs,  and  on  collaboration  with  parents  and  school  personnel 
when  a  child  is  of  school  age.  Preparation  of  appropriate  child 
rearing  materials  from  the  mental  hygiene  point  of  view  which  are 
relevant  to  our  families  and  participation  in  parent  discussion 
groups  will  be  highly  important.   Teaching  of  aides,  nurses  and 
others  will  take  high  priority. 

The  focus  on  adolescent  boys   and  girls  will  provide  (1)  a 
program  for  adolescent  unmarried  mothers,  (2)  a  program  for 
detection  and  early  intervention  in  antisocial  behavior  patterns 
of  the  early  teen-age  boys  and  (3)  a  program  for  school  dropouts 
and  those  likely  to  become  dropouts. 

The  extent  and  depth  of  programming  for  children  at  all  these 
strategic  points  in  their  development  will  depend  upon  (1)  the 
funds  and  staff  available;  (2)  the  nature  and  quantity  of  need  for 
our  activities  and  (3)  the  pattern  of  the  total  functioning  of  the 
staff  of  the  Center. 

Suggestions  for  a  Specific  Format  of  Activities 

(A  Supplement  to  General  Statement 
on  Child  Health  Services. ) 

Prenatal  Care 

a)   Child  mental  health  personnel  involved  in  ongoing 
educational  groups  of  pregnant  iijomen  to  purvey 
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Information,  provide  for  ventilation  of  concerns  and 
provide  an  opportunity  for  case-finding  of  pregnant 
women  whose  emotional  difficulties  require  special 
attention, 
b)  Child  psychiatrist  available  for  consultation  when  ob- 
stretricians,nvirses  ,,  social  workers,  health  aides  or 
group  workers  wish  advice  and  recommendations. 

Infant  Care 

a)  To  the  extent  feasible,  child  psychiatrist  should  be 

a  member  of  well  baby  team,  participating  in  the  eval- 
uation of  each  baby  initially  and  in  following  its 
progress  in  subsequent  developmental  phases.   The 
clinical  psychologist  skilled  in  Developmental  Quotient 
testing  should  be  involved  at  intervals  to  provide 
objective  measures  of  the  child's  course.   Early  de- 
tection of  lag  or  of  difficulties  on  the  mother-infact     m 
interaction  should  be  a  primary  goal  of  these  activities. 

b)  V)hen  questions  arise  as  to  baby's  progress,  child  psychia- 
trist with  assistance  of  experienced  clinical  psychologist 
should  evaluate  the  baby's  difficulties  in  light  of  past 
observations  and  information  and  indicate  viiatever  level 
of  intervention  appears  necessary.   In  most  instances, 

he  will  work  with  nurses,  pediatricians  and  others  to 
assist  them  in  carrying  out  needed  measures;  in  a  few 
instances,  he  may  need  to  follow  a  mother-baby  couple 
for  some  time  to  identify  the  source  of  the  difficulty 
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and  find  xjays  of  remedying  with  the  mother,  other  mer.ibers 
of  the  family  and  other  helping  personnel,  the  infant's 
failure  to  progress  satisfactorily. 
Yoxong  Children  and  Preschoolers 

a)  Child  mental  health  personnel  will  prepare  appropriate 
mental  hygiene  materials  as  part  of  relevant  child 
rearing  literature. The.  Center  will  make  available  to 
parents  of  young  children  this  material. 

b)  They  will  participate  in  educational  groups  of  par- 
ents along  with  pediatricians,  nurses  and  others, 
providing  for  parents  the  opportunity  of  discussing 
various  issues  of  child  rearing  viith   Center  personnel. 

c)  Child  psychiatrist  will  participate  whenever  possible 
in  initial  evaluation  of  young  child  brought  to  the 
Center  and  in  planning  for  the  child's  care.   He  will 
vrork  as  a  consultant  to  Center  personnel  concerned 
about  a  child's  progress  and  provide  on-going  consul- 
tation to  those  continuing  the  care  of  the  child.   In 
certain  instances,  he  may  iijork  with  family  and  child 
if  there  are  special  indications  for  this  measure. 

d)  The  child  mental  health  personnel  will  participate 

as  observer  in  well  child  conferences  and  be  available 
as  a  consultant  when  needed. 

e)  We  have  noted  with  interest  the  establishment  of  nur- 
sery classes  for  the  2-  to  3-yr.  old  and  would  welcome 
participation  in  such  a  program  at  the  Center.   The 
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ohlld  mental  health  personnel  would  act  as  observers, 
consultants  and  facilitators  to  the  operation  of  such 
a  program  which  offers  important  opportxmities  for  the 
detection  of  unsatisfactory  development  and  the  initia- 
tion of  early  intervention. 

f )  Collaboration  with  Operation  Headstart  program  in  which 
Center  children  were  involved  or  might  be  involved  would 
be  an  extension  of  our  current  involvement  in  these  pro- 
grams as  consultants  and  coordinators. 

g)  Participation  in  preparation  of  child  for  hospitaliza- 
tion and  planning  for  reducing  of  traumatic  effects  of 
separation  from  home,  from  illness  and  pain. 

h)  Arrangements  with  community  treatment  facilities  for 
intensive  therapy  of  young  children  in  instances  in 
which  consultation,  intervention  and  parent  counselling 
are  insufficient;  coordination  of  services  and  liaison 
between  family.  Center  and  treatment  facility. 

IV.   School  Age  Child 

a)  Consultation  to  Center  personnel  regarding  child  showing 
emotional  and/or  behavioral  difficulties,  school  prob- 
lems and  learning  difficulties. 

b)  Group  vjork  program  for  grade  school  child  to  provide 
diagnostic  screening  device  and  clues  to  remedial 
measures  v;hen  difficulties  are  detected. 
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c)  Participation  in  programs  for  school  nurses  to  acquaint 
them  with  mental  hygiene  principles  and  facts.  Consul- 
tation with  them  regarding  children  in  their  care, 

d)  Continuation  and  expansion  of  present  involvement  with 
BU  School  of  Education  in  classes  for  emotionally  dis- 
turbed children  and  in  teacher  training, 

e)  Expansion  of  present  beginning  collaboration  with  Boston 
Public  School  System  for  schools  in  Center  area. 

Services  for  Adolescents 

a)  Consultation  and  evaluation  of  teen-age  boys  and  girls 
brought  to  the  Center  xidth  particular  attention  to  plan- 
ning and  appropriate  help  for  school  dropouts  or  im- 
pending drop-outs.   Vocational  guidance  and  collabora- 
tion with  educational  vocational  and  employment  programs 
in  area. 

b)  Consultation  and  evaluation  of  antisocial  adolescents 
with  active  liaison  with  schools,  courts,  treatment 
facilities.  Youth  Service  Board,  settlement  houses,  etc. 
Early  detection  and  intervention  principal  goal  of  this 
work. 

c)  Unit  for  adolescent  unmarried  mothers. 

1)   Our  experience  indicates  the  value  of  program 

which  provides  a  planned  educational  experience, 
the  services  of  a  psychiatric  social  worker,  a 
visiting  nurse,  a  psychiatric  and  psychological 
.  consultant.   IJork  with  the  girls'  family,  the 
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father  of  the  child,  the  baby  and  active  liaison 
with  the  schools  should  support  the  direct  assis- 
tance given  to  the  girl. 

The  Clinical  Psychologist  in  a  Gonmiunity  Health  Center 
The  Clinical  Psychologist  in  the  setting  of  a  community  health 
center  would  have  a  variety  of  functions  and  duties.   These  would 
include  serviccj  training  and  teaching,  research,  commionity  rela- 
tions and  education,  administration  and  consultation. 
Service 
A.   Psychological  testing 

This  would  include  the  adwinistration  of  a  ^^;ide  variety 
of  psychological  tests  for  purposes  of  diagnostic  evalua- 
tion, personality  assessment,  prognosis  and  recommenda- 
tions for  treatment.   The  kind  of  psychological  evalua- 
tion will  depend  upon  the  age  of  the  patient  and  on  the 
particular  referral  problems  set  forth  by  the  referring 
physician.   Among  referral  problems  frequently  encovin- 
tered  are  questions  of  differential  diagnosis,  usually 
between  functional  and  organic  states |  the  amount  of 
impairment  of  function  attributable  to  organic,  somatic 
or  emotional  factors;  the  identification  of  special  emo- 
tional, sensory,  motor  and  verbal  handicaps;  assessment 
of  intellectual  functioning,  vocational  interests  and 
aptitudes,  and  finally,  the  suitability  of  a  particular 
patient  for  psychotherapy. 
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B.   Individual  and  group  psychotherapy 

Both  individual  and  group  psychotherapy  may  be  conducted 
by  the  clinical  psychologist.   Responsibility  for  medical 
care,  however,  remains  in  the  hands  of  the  physician. 

Training  and  Teaching 

A  portion  of  the  psychologist's  time  may  be  devoted  to 
the  training  and  teaching  of  community  health  assistants, 
medical  and  nursing  students,  staff  nurses,  psychiatric 
residents  and  psychology  trainees,  including  supervision 
of  the  latter  group. 

Research 

The  psychologist  may  formulate  and  carry  out  independent 
or  cooperative  research  proposals.   He  may  also  be  called 
upon  to  advise  and  assist  other  professional  staff  inter- 
ested in  doing  research  and  he  may  be  in  the  position  of 
assuming  responsibility  for  directing  on-going  research 
activities  in  areas  for  which  he  has  special  competence. 

Commionity  Relations  and  Education 

The  Psychologist  may  serve  to  refer  individuals  to  social 
agencies  and  may  assist  in  coordinating  services  through 
inter-agency  conferences  attended  by  the  various  agency 
representatives  working  with  the  individual  or  family. 
He  may  functioii  at  times  as  a  liaison  person  from  the 
health  center  to  the  community,  and  may  be  called  upon 
to  interpret  clinic  services  to  the  general  public,  by 
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means  of  talking  to  local  groups,  community  leaders, 
and  referral  sources  such  as  physicians,  teachers 
and  clergymen. 

Administration 

The  Psychologist  will  be  involved  in  various  administra- 
tive activities,  including  the  preparation  of  routine 
administrative  reports,  progress  reports,  annual  svimmaries, 
etc. 

Consultation 

The  psychologist  will  actively  consult  in  a  multi-level 
fashion  both  within  and  outside  of  the  health  center.   He 
may  consult  with  commionity  groups,  schools,  and  other 
professionals  and  non-professionals  such  as  neighbor- 
hood aides  and  volunteers.   In  his  role  of  consultant 
he  may  also  be  called  upon  to  offer  assistance  in 
understanding  intra-staff  dynamics  and  relationships  and 
helping  to  resolve  tensions  and  conflicts  as  they  may 
arise. 
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i  Laboratory.  Services 

Routine  laboratory  tests  for  diagnostic  procedures  such  as  those 

which  might  be  available  in  the  laboratory  of  a  group  practice  will  be 

made  available  at  the  center. 

Such  laboratory  tests  are  as  follows: 

a.  CBC 

b.  Urinalysis 

c.  Tests  for  occult  blood 

d.  Electrocardiography 

e.  Blood  Groupings 

f.  Collection  and  preparation  of  specimens  for 

1.  serology 

2.  bio-chemistry 

g.  pregnancy  Testing 
h.   Gram  Staining 

i.   Gastric  Analyses 

Two  laboratory  technicians  will  perform  all  the  laboratory  diagnos- 
tic procedures  enumerated  during  the  initial  stage  of  the  project.   They 
will  be  responsible  for  continuing  in-service  training  of  laboratory 
assistants  who  have  received  their  basic  training  in  one  of  the  formal 
programs  offered  in  Boston. 

All  diagnostic  testing  not  available  at  the  center  will  be  done 
at  an  appropriate  laboratory  facility.   Expansion  of  the  laboratory  ser- 
vices will  continue  as  the  project  develops, 
X-Ray  Services 

The  health  center  will  function  initially  with  an  extremely  modest 
X-Ray  unit,  adequate  for  adult  chest,  KUB  and  long-bone  films  and  margin- 
ally adequate  for  pediatric  films.   The  X-Ray  technician  will  operate 
this  radiographic  diagnostic  unit.   He  will  conduct  on-going  in-service 
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training  for  one  or  more  para-professional  persons  for  the  job  of  X- 
Ray  department  assistant,  which  will  include  operation  of  processing 
equipment,  the  typing,  filing,  and  distribution  of  reports,  the  organi- 
zation of  the  film  storage  area,  and  the  preparation  of  patients  for 
diagnostic  studies. 

Health  Education  Programs 

In  accordance  with  community  interest,  the  professionals  shall 
provide  services  on  individual  and  family  basis  and  train  neighborhood 
people  to  conduct  classes  including  the  following:  family  planning, 
nutrition,  first  aid,  sex  education,  sanitation. 
Day  Care  Services 

An  on-going  seven-hour  daytime  program  utilizing  neighborhood 
people  under  the  supervision  of  a  professional  will  be  provided.   Facili- 
ties for  supervision  of  children  of  a  variety  of  ages (whose  parents, 
brother  or  sister,  is  being  seen  at  clinic,  children  of  part-time 
neighborhood  employees  and  in-service  trainees  of  this  progranj  will  be 
established.   These  children  would  not  be  participating  in  or  eligible 
for  existing  day  care  programs  of  the  community. 

This  would  also  provide  a  training  facility  and  supervision  for 
neighborhood  people  interested  in  going  into  the  day  care  field. 
Rehabilitation  Programs 

For  those  who  have  suffered  from  disabling  chronic  diseases. 
Building  in  a  rehabilitation  component  to  utilize  existing  resources. 
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such  as  the  Department  of  Rehabilitation  Medicine,  University  Hospital, 
Massachusetts  Division  of  Vocational  Rehabilitation,  Morgan  Memorial- 
Goodv/ill  Industry  program  -  Community  Workshop. 
Counselling  for  Families  and  Youngsters 

This  will  concentrate  on  teenagers  who  have  been  in  trouble  with 
the  law  and  unwed  teenage  mothers.   The  center  will  work  with  such 
agencies  as  the  Boston  University  Law  -  Medicine  Institute,  Blue  Hill 
Christian  Association,  CENTAUM  (Committee  on  Educational  Needs  of  Teen- 
age Unwed  Mothers)  and  the  Legal  Services  Program. 
Clinic  Schedule 

Evening  and  Saturday  clinics  will  be  scheduled  for  families  who 
are  unable  to  attend  regularly  scheduled  day-time  clinics. 
Emergency  Services 

One  of  the  most  essential  services  of  the  neighborhood  health 
center  will  be  the  availability  of  its  medical  staff  on  a  twenty-four 
hour  basis  for  the  care  of  emergencies.   The  night-time  coverage  will 
be  supplied  by  the  Community  Health  Center  Medical  staff.   Community 
physicians  will  be  encouraged  to  refer  patients  to  the  center  when  they 
are  unable  to  care  for  the  emergency  needs  of  their  patients. 
Out-patient  Referrals 

The  Neighborhood  Health  Center  with  its  comprehensive  personal 
family  health  services  will  be  the  focal  point  of  meeting  the  health 
needs  of  the  residents  of  its  community.   V7hen  additional  diagnostic 
evaluation  is  required, referrals  will  be  made  to  the  specialty  clinics 
of  affiliated  hospitals.  / ^ 
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In-Patient  Referrals 

It  is  essential  that  the  patient  retain  freedom  of  choice  in  the 
event  that  hospitalization  becomes  necessary.   Although  most  people  in 
the  target  area  use  Boston  City  Hospital,  there  are  still  many  who  have 
a  long  affiliation  with  other  large  teaching  hospitals  in  the  city. 
Variation  is  especially  marked  in  the  use  of  facilities  for  inpatient 
obstetrical  care.   Therefore,  each  patient  will  continue  to  use,  if 
possible,  the  inpatient  resource  to  which  he  is  accustomed.   Appro- 
priate information  will  be  relayed  to  the  hospitals,  and  the  patient 
will  be  visited  by  the  Community  Center  Medical  staff  who  will  follow 
the  patient  after  hospital  discharge. 

In  the  event  that  a  patient  is  unable  to  return  home  after 
hospitalization  and  some  extended  care  or  long  term  care  facility  is 
required,  it  will  be  the  responsibility  of  a  member  of  the  health  center 
to  contact  the  social  service  agency  at  the  hospital  to  arrange  for 
placement  according  to  the  patient's  needs  and  wishes.   In  this  way, 
the  center  will  assume  the  maximum  feasible  responsibility  for  the 
patient's  further  health  needs. 
Post-Patient  Care 

Coordinated  home  care  will  be  developed  under  the  direction  of 
the  home  care  coordinator.   This  senior  public  health  nurse  will  be 
responsible  for  developing  relationships  for  the  program  with  other  ex- 
isting visiting  nursing  services  in  the  community.   She  will  serve  as 
the  liaison  person  between  the  health  care  team  and  the  patient  in  the 
home .  (p  (/' 
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Training 

The  Roxbury  Comprehensive  Community  Health  Center  is  interested 
in  utilizing  health  manpower  in  the  most  effective  way.   While  it  is 
difficult  to  estimate  just  what  types  of  new  health  manpower  will  be 
needed  to  best  serve  the  purposes  of  the  program  before  the  center  is 
established,  some  specific  areas  can  be  envisioned  at  this  time. 

It  has  been  found  that  in  some  neighborhoods,  residents  may 
feel  uncomfortable  about  their  neighbors  acting  as  members  of  the  health 
teams  serving  them.   This  will  be  carefully  watched  but,  insofar  as 
possible,  and  consistent  with  good  health  care,  health  workers,  dental 
assistants,  and  other  types  of  health  manpower  will  be  recruited  from 
the  neighborhood  being  served. 

Selection  criteria  will  be  based  on  the  job  to  be  done  v/ithout 
the  establishment  of  arbitrary  factors.   For  some  positions,  age  may  be 
important,  for  others,  degree  of  physical  ability  may  be  more  important, 
and  for  still  others,  level  of  education  and  experience  may  be  the  im- 
portant factors.   It  is  envisioned  that  the  neighborhood  health  worker 
could  be  of  any  age,  sex  or  educational  level.   What  will  be  most  im- 
portant will  be  the  motivation  of  the  individual,  his  or  her  ability  to 
relate  to  both  his  peers  and  professional  colleagues  and  his  aptitude  for 
this  type  of  work. 

It  is  vital  that  the  number  of  persons  to  whom  residents  have  to 
relate  to  receive  their  health  care  be  kept  to  a  minimum  in  order  to 
assure  continuity.   Special  training  of  a  year  or  more  may  be  needed 
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for  some  positions^ but  for  health  aides  of  all  kinds,  there  would  be  a 
basic  core  curriculum  and  training  of  aides  so  that  they  can  function 
in  various  capacities.   Opportunities  for  specialization  in  social  work, 
personal  care,  health  education,  dentistry  and  clerical  positions  will 
be  offered  if  indicated  and  desired.   However,  while  the  neighborhood 
health  worker  may  function  in  one  aspect  of  program,   he  will  help 
clients  relate  to  all  the  services  I  y  virtue  of  his   broad  training  and 
experience, 

It  is  felt  that  the  neighborhood  health  worker  should  have  a 
generic  training  so  that  he  or  she  can  perform  in  several  areas.   There 
is  no  reason  why  such  a  worker  cannot  function  as  a  Home  Health  Aide 
one  day,  a  community  development  worker  another,  or  a  health  educat'on 
assistant  on  a  third  day.   Training,  therefore,  will  be  designed  to 
allow  for  this  and  v;ill  cover:   the  health  worker  as  a  member  of  the 
team,  understanding  illness;  communication  skills;  community  resources 
for  health;  basic  home  and  clinic  nursing  skills;  dealing  with  emergen- 
cies; personal  hygiene;  safety;  nutrition;  the  aging  process,'  stages 
of  illness;  confidentiality;  etc. 

The  Center  will  attempt  to  develop  and  encourage  qualified  young- 
sters to  pursue  health  professional  careers  through  the  following 
measures : 

a.   coordinate  functions  with  existing  health  career  programs  - 
such  as  the  Career  Club  Program  of  the  Roxbury  Community 
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Council  and  the  Health  Careers  Club  of  the  Medical  Corranittee 
for  Human  Rights  (MCHR)  and  ODWIN  (Opening  the  Doors  Xfider 
In  Nursing) 

b.  Educational  counselling  -  tutoring  service  when  possible. 
Coordinating  and  utilizing  existing  programs,  i»e.,  Roxbury 
Federation,  MCHR  and  COPE. 

c.  Financial  stipends  to  help  support  qualified  youngsters  in 
their  trainings  -  Scheuer  program  in  cooperation  with  ODWIN, 
MCHR,  and  the  NAACP. 

d.  On-the-job  training  programs  of  Title  V,  Medical  Technical 
Assistant  Training  program  of  the  Massachusetts  Department 
of  Education,  the  Training  Center  for  Comprehensive  Care 
of  the  U.S.  Public  Health  Service  and  other  available  re- 
sources as  they  are  developed. 

As  far  as  possible,  jobs  will  be  developed  which  can  be  repro- 
duced in  the  community  as  well  as  in  other  Neighborhood  Health  clinics. 

All  employees,  regardless  of  what  they  do  will  be  paid  above  the 
minumuin  v/age.   In  addition,  wages  will  be  comparable  to  other  projects 
and  existing  community  rates.   Personnel  practices  would  be  the  same 
for  all  employees. 

In  analyzing  the  training  program  it  will  be  important  to  de- 
termine the  criteria  for  recruitment,  the  ease  of  recruitment,  the 
aspirations  of  the  non-professional,  the  degree  of  acceptance  of  the 
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non-professional,  the  degree  of  acceptance  of  the  non-professional  in 
the  program  both  by  the  professional  and  by  the  commvmity  and  the  employ- 
ment opportunities  after  the  completion  of  training,.  The  number  of 
trainees  that  go  for  further  training  in  traditional  educational 
channels  will  be  important  to  document. 
Community  Organization 

Organization  and  Education;  Active  involvement  of  citizens  in  the 
health  center,  in  planning  and  carrying  out  various  program  activities 
is  important  both  in  building  the  local  support  necessary  for  the 
health  centers  success  and  in  developing  the  capacity  and  self-suffic- 
iency, in  area  residents,  necessary  to  sustain  gains  made  through  the 
program. 

The  Community  Organization  and  Education  Program  will  provide 
mechanisms  for  a  flow  of  communication  and  meaningful  dialogue  between 
citizens  of  the  area  to  be  served  and  the  health  center.   Existing 
neighborhood  organizations  which  have  already  established  close  ties 
with  the  area  population  as  well  as  new  organizations  developed  by 
grass  roots  organizational  efforts  will  be  utilize-'..   Full  information 
will  be  made  available  to  area  residents  concerning  the  health  center, 
the  planning,  decisions  to  be  made  and  alternative  courses  of  action. 
Expression  of  residents  concerns,  desires  and  needs,  individually  and 
in  groups,  will  be  solicited  and  incorporated,  in  appropriate  fashion, 
in  the  execution  of  the  health  centers'  services. 
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OBJECTIVES 

1.  to  create  s  better  understanding  of  health  and  health  problems. 

2.  to  reach  out  to  the  population  in  the  target  area  and  inform 
them  of  the  center,  the  services  which  it  offers  and  the  manner 
in  which  the  services  will  be  delivered;  and  develop  and  main- 
tain positive  health  attitudes,  motivations  and  behavior  in 
this  population  so  that  they  will  effectively  utilize  these 
services. 

3.  to  enable  each  individual  to  discriminate  between  scientific 
health  care  atd  quackery. 

4.  to  interest  each  individual  in  his  own  health  and  the  means 
to  improve  it . 

Fundamental  to  the  process  of  community  participation  is  knowledge 
and  translation  of  that  knowledge  into  purposeful  action  by  individuals 
and  groups  of  individuals.   The  task  involved  is  not  the  dissemination 
of  known  health  information,  but  education  of  the  community?  changing 
existing  beliefs,  attitudes  and  behavior,  in  order  to  gain  acceptance 
and  effective  use  of  the  health  center.   This'  will  be  accomplished  by: 

1.   Fact  Finding;  the  collection  of  information  relative  to  what  the 
people  to  be  reached  by  the  center  already  know,  believe  and  do  about 
their  own  health  and  the  health  of  their  families  and  what  they  feel 
are  their  needs. 
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2.  The  Group  Discussion  -  Decision  Method;  this  approach  appears  to 
have  a  two-fold  function  in  health  education: 

1.  that  of  attitude  change,  resulting  from  discussion  in  a  group 

climate  which  facilitates  free  communication. 
2-  that  of  decision,  where-in  individual  decision  (commititient  to 

action)  is  made  in  a  group  setting, 

3.  Individual  Contact  Methods;  home  visits,  telephone  calls, 
correspondence,  etc.   In  general,  these  methods  are  important  in 
contacting  those  v/ho  do  not  participate?  contacting  leaders;  and 
follov;-up.   They  also  contribute  to  the  effectiveness  of  group  methods 
and  mass  media. 

4.  Mass  Media;  publications,  news  articles,  radio,  television,  etc. 
Most  of  these  activities  use  a  broadside  approach  to  the  public  at 
large,  i.e.,  the  anonymous,  unselected  individuals  v^ho  make  up  the 
mass  audience.   They  reach  large  numbers  of  people  at  a  small  cost  and 
complement  and  reinforce  individual  and  group  contacts. 

The  Community  Organization-Edcuation  Program  will  be  responsible 
for  initiating,  developing,  maintaining  and  improving  the  various 
methods  and  materials  of  communications  designed  to  inform  the  target 
population  and  the  community  at  large  of  the  centers'  services  and 
activities.   This  will  be  accomplished  by: 

1.  locating  and  enlisting  neighborhood  leaders. 

,?.  conduct  educational  meetings  for  these  leaders. 

3.  v/orlcing  with  community  organization  resources  in  the  area. 
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4.  indigenous  non-professional  workers  (Family  Health  Coordinators) 
will  be  recruited  and  trained  as  extensions  of  the  health 
education  program.   In  addition,  the  neighborhood  aides  and 
other  indigenous  workers  employed  by  the  Boston  Anti-Poverty 
Program  will  be  encouraged  to  cooperate,  with  the  understanding 
and  approval  of  their  respective  agencies. 

5.  Mass  Communications  -  press,  radio,  T.V. ,  exhibits,  posters,  and 
printed  materials. 

a.  determine  what  is  available. 

b.  determine  the  reading,  listening  and  viewing  habits  of  the 
population. 

c.  establish  relationship  with  mass  media. 

d.  special  education  program,  for  junior  and  senior  high  school 
age  youth;  and  other  meetings  and  conferences. 

The  following  are  examples  of  possible  areas  of  emphasis:   consumer 
health  education,  sex  education,  family  life,  parenthood  and  child  care, 
venereal  disease  education,  health  careers,  community  health  programs, 
nutrition  and  weight  control,  smoking,  alcohol  education,  environmental 
hazards,  patient  education,  and  evaluation. 
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Social  Services 

As  there  are  numerous  social  service  agencies  serving  the  area, 
it  will  be  essential  that  the  Center  not  duplicate  their  efforts. 
The  Roxbury  Multi-Service  Center  serves  a  small  segment  of  essentially 
the  same  population  as  that  to  be  served  by  the  Health  Center.   It 
has  been  in  existence  for  a  period  of  time  enabling  it  to  develop 
strong  relationships  with  other  service  agencies  throughout  the  city 
as  well  as  those  in  the  Roxbury-North  Dorchester  area.   It  repre- 
sents a  strong,  community  conscious  service  agency  to  which  the 
needy  people  of  the  area  can  relate  and  accept. 

Due  to  staff  and  funding  limitations,  the  Multi-Service  Center 
is  capable  of  serving  only  4,000  persons  at  its  current  local  opera- 
tion.  These  social  services  are  a  basic  component  of  the  existing 
center  program.   The  Health  Center  will  provide  medical  social 
services  within  the  Center  which  will  relate  to  the  social  services 
of  the  Multi-Service  Center  and  other  social-welfare  agencies  in 
the  community. 

Transportation 

Since  it  will  be  necessary  to  utilize  the  facilities  of  the  Bos- 
ton City  Hospital  and  other  specialized  health  facilities  for  suppcrtae 
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diagnostic  and  consultative  services,  there  will  be  a  need  for  an  ef- 
ficient system  of  transportation  between  the  neighborhood  health  center 
and  these  facilities.   Transportation  for  handicapped  persons  and 
patients  from  nursing  homes  back  and  forth  to  the  general  hospital  and 
neighborhood  centers  v/ill  be  provided.   This  system  vi7ill  also  be  used 
for  the  transportation  of  laboratory  specimens  to  various  outside 
clinical  laboratories.   Patients  from  the  neighborhood  health  center 
who  have  scheduled  appointments  at  various  specialty  clinics  can  also 
be  transported  by  this  means.   Thus,  we  hope  to  make  available  trans- 
portation to  the  patients  who  are  in  need  of  this  kind  of  support. 

^  Every  effort  will  be  made  to  expedite  the  administrative  procedures 
that  relate  to  the  patients  specialty  clinic  visits  and  hospitalization. 
They  physicians  of  the  neighborhood  health  center  will  make  daily  rounds 
to  all  hospitalized  patients,  thus,  assuring  continuity  of  medical  ser- 
vices between  the  ambulatory  care  provided  at  the  neighborhood  health 
center  and  the  in-patient  care  of  hospitalized  patients.   If  a  patient's 
condition  warrants  hospitalization,  whichever  hospital  offers  a  compar- 
able quality  service  for  a  specific  disease  category,  the  patient  will 
be  given  the  opportunity  to  exercise  freedom  of  choice  with  respect  to 
the  hospital  that  he  enters. 
Program  Phasing 

.        It  will  be  essential  for  the  center  to  build  its  case-load  as 
rapidly  as  possible.   However,  the  rate  of  population  intake  must  keep 
pace  v/ith  the  recruitment  of  health  personnel  to  the  staff.   It  is  pro- 
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posed  to  divide  the  intake  program  into  three  stages  as  follows: 

The  initial  phase  during  the  first  year  of  operation  will  pick 
up  the  intake  load  of  the  Multi-Service  Center  and  that  of  the  poverty 
programs  functioning  in  the  target  area.   It  is  estimated  that  this 
population  will  number  approximately  5000. 

During  the  second  phase,  the  program  will  include  all  families 
who  meet  the  eligibility  requirements  as  established  by  the  office  of 
Economic  Opportunity.   It  is  estimated  that  this  population  will  number 
10,000  -  12,000. 

The  third  phase  will  then  open  the  Center  facilities  to  the  en- 
Itire  target  area  of  30,000  -  32,000. 
Site  and  Facility 

Space  Requirements 

The  Savin  Street  Health  Unit,  centrally  located  in  the  service 
area,  v/ill  be  made  available  for  the  initial  phase  of  the  program.   The 
Department  of  Health  and  Hospitals  will  provide  approximately  6,995 
square  feet  of  an  available  total  of  11,333  square  feet  in  the  unit  for 
use  by  the  project  staff. 

Because  of  the  space  requirements  indicated  below,  the  Savin 
Street  Unit  will  not  be  large  enough  to  fulfill  the  needs  of  a  compre- 
hensive health  unit.   With  this  in  mind,  several  other  facilities  are 
j|currently  being  explored.   Another  site  has  been  tentatively  established. 
I        The  resources  being  utilized  to  find  the  best  suitable  building 
are:   The  Boston  Housing  Authority,  the  Boston  Redevelopment  Authority 
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and  the  Real  Property  Management  Division  of  Action  for  Boston  Community 
Development,  inc. 

By  utilizing  the  above  three  resources,  v;e  will  be  assured  of 
selecting  a   facility  meeting  the  needs  outlined  belov/  and  not  scheduled 
for  demolition  in  the  long  term  redevelopment  plans  of  Boston  in  the 
Roxbury-North  Dorchester  General  Neighborhood  Renewal  Plan. 

■  Given  a  selection  of  suitable  building,  the  priority  of  choice 
will  be  based  on:  sites  within  the  general  service  area  locations  sug- 
gested by  the  Community  through  the  Roxbury  Health  Services  Committee. 

The  center  will  require  approximately  30,000  square  feet.   At 
I  the  rate  of  $8  per  square  foot  for  rent,  and  renovation  for  the  first 
year  of  operation,  the  total  of  $240,000  is  the  amount  which  is  being 
budgeted. 

■  The  facilities  listed  below  must  be  included  in  the  comprehensive 
health  center  if  the  Center  is  to  operate  as  originally  conceived. 

Facilities 

It  is  proposed  that  the  center  contain: 

1.  Ample  reception  and  waiting  rooms 

2.  A  playroom  where  children  may  wait  under  supervision 

3.  Fully-equipped  treatment  and  examination  rooms  designed 
in  such  a  way  that  there  is  easy  access  to  each  and  yet 
allow  a  maximum  of  privacy. 

4.  Public  male  and  female  lavatories 

5.  Holding  rooms  (with  beds),  some  equipped  with  psychiatric 
hardware.  '  / 
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6.  Laboratory  and  X-Ray  rooms  for  the  purpose  of  doing 
simple  laboratory  procedures  =ind  uncomplicated  X-Rays. 

7.  Showers  and  tubs  for  special  h;j'giene  problems. 

8.  Special  treatment  room  or  rooms  for  speech,  hearing, 
rehab. ,  eye,  ear,  nose  and  throat  examinations  and 
treatment . 

9.  Dental  facilities  for  approxiTnateiy  £i.-^e   t«  oe.-^oii  o>^~i»-», 

10.  Sterilization  and  utility  rooms. 

11.  Interview  space. 

12.  Conference  and  teaching  rooms. 

13.  A  community  auditorium. 

14.  Dining  facilities  for  both  patient  and  staff  use.  Food 
dispensing  equipment  may  be  the  simplest  and  most  inex- 
pensive way  to  provide  nourishment. 

15.  Personnel  locker  space  and  lounge  areas. 

16.  Administrative  and  Medical  Service  offices. 

17.  Record  room  and  business  offir-e  space. 

18.  Telephone  switchboard  room,  s af f icient  in  size  to  pro- 
mote training  programs  for  operators. 

19.  Library  facilities. 

20.  Mechanical  equipment  space  sufficient  to  house  mechanical 
equipment  and  power  plant,  including  oversized  maintenance 
and  electrical  workshops  in  which  job  training  can  be 
accomplished. 
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21.  Laundry  Storage. 

22.  Equipment  and  general  storage. 

23.  janitorial  closets. 

24.  Drug  storage  and  dispensing  facilities. 

25.  Sheltered  entrances  (some  with  ramps)  which  will  allow 
an  easy  passageway  for  stretchers,  wheelchairs  and 
individuals  with  special  walking  problems  (e.g.,  crutches, 
prostheses,  aged  patients). 

26.  Adequate  refuse  storage  and  removal  space. 

27.  The  need  for  special  pov/er  and  plumbing  requirements 
I  should  be  recognized.   A  multipurpose  medical  care 

facility  of  this  sort  must  have  adequate  sewer  capacity 
and  more  importantly  ample  electrical  power  to  support 
its  unusually  high  power  needs. 
The  following  special  equipment  and  systems  will  be  provided: 

a.  Fire  detection  equipment  and  sprinkler  system. 

b.  Internal  communication  system, 

c.  Elevators,  pneumatic  tube  and  conveyor  systems, 

d.  Air  conditioning, 

e.  Special  power  line. 

The  facility  should  have  an  alternate  or  second  source  of  heat, 
k light  and  power  thereby  enabling  the  unit  to  function  as  a  disaster  center. 
Although  the  unit  need  not  be  lavish,  it  should  be  decorated 
and  furnished  with  community  needs  in  mind, 
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VII.  Relationships  i-jith  other  sources  of  fimds  and  services 
1.  Funds:  In  Ilassachusetts  Title  XIX 

Medicaid  is  administered  by  the  State  Department  of  Public  Welfare. 
The  Department  of  Public  Health  is  responsible  for  setting  standards  and 
establishing  the  fee  schedule.  The  local  I/elf are  Department  is  responsible 
for  implementing  the  program.  The  service  area  of  the  Health  Center  falls  witMn 
two  Welfare  districts  of  the  Boston  Welfare  Department.  Each  district  has  a 
local  office  where  trained  staff  of  the  Welfare  Department  have  been  assigned 
to  process  registration  for  Medicaid.  The  Boston  Office  will  also  train 
xTOrkers  (such  as  the  Family  Health  Coordinators)  of  the  Health  Center,  to 
initiate  registration  by  handling  the  first  required  form. 
For  eligibility  requirements  see  attached  exhibit.   ^ 
Medicare  -  Title  XVIII  is  administered  by  the  rules  and  regulations  as 
set  forth  by  the  Local  Social  Security  Administration.  Following  the  Mass. 
Registration  program  to  meet  the  initial  deadline,  eligible  persons  register 
at  their  local  social  security  office  for  Part  A.  There  is  a  partial  personal 
payment  for  Part  B. 

2.  Funds  and/or  Services 

The  Massachusetts  Department  of  Public  Health  has  developed  a  compre- 
hensive program  of  Maternal  and  Infant  Care  at  the  neighborhood  level  working 
with  selected  hospitals  and  medical  schools  for  designated  geographical  areas. 
While  there  is  a  program  of  comprehensive  services  for  children  and  youth 
planned  for  a  portion  of  Roxbury,  the  area  does  not  extend  as  far  as  the  ser- 
vice area  of  the  Health  Center.  Source  of  funding  proposed  for  the  project  is 
the  Childrens ■  Bureau. 
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Massachusetts  has  just  enacted  new  legislation  for  extensive  reorganiza- 
tion of  Mental  Health  Services  throughout  the  Coininonwealth.  Regional  Centers 
are  the  focal  point  of  service.  The  Health  Center  area  is  in  the  'catchment' 
area  of  the  Boston  University  Mental  Health  Center,  which  will  also  serve 
the  South  End  and  Back  Bay  neighborhoods.  Pertinent  to  the  program  develop- 
ment, is  required  community  involvement  to  be  culminated  in  an  area  board 
comprised  of  neighborhood  people.  The  Boston  University  Center  has  initiated 
contact  id-th  the  Roxbury  Community  at  several  levels;  namely  the  citizens,  the 
service  leaders,  and  the  medical  professions. 

A  ne\-}  chapter  of  the  Massachusetts  Association  of  Mental  Health,  the 
voluntary  agency,  has  just  been  formed  in  Roxbury  and  will  concern  itself  with 
Comprehensive  Mental  Health,  community  psychiatry,  and  mental  retardation. 

Boston  is  the  recipient  of  a  project  grant  for  tuberculosis  control.  This 
enable  the  Tuberculosis  Bureau  of  the  Department  of  Health  and  Hospitals  to 
provide  more  intensive  medical  surveillance  of  patients,  contacts  of  cases, 
and  suspects. 

The  venereal  disease  program  is  operated  by  the  Massachusetts  Department 
of  Public  Health. 

Chronic  disease  is  also  under  the  auspices  of  the  Massachusetts  Department 
of  Adult  Health.  The  Department  of  Health  and  Hospitals  of  the  City  of  Boston 
conducts  immunization  clinics  in  all  of  its  neighborhood  health  \inits.  This 
is  funded  by  a  State  Project  Grant. 

Voluntary  Health  Agencies  have  traditional  carried  out  programs  in  local 
neighborhoods.   The  Boston  Tuberculosis  Association  is  the  best  example  of 
this.  This  area  has  many  high  tuberculosis  incidence  census  tracts. 
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For  years,  the  Tuberculosis  Association Ibs  concentrated  care-finding  and 
educational  programs  here  and  indeed  is  the  agency  responsible  for  the  initial 
establishment  of  the  Roxbury  Health  Services  Committee. 

Some  of  the  voluntary  health  agencies  which  can  be  involved  in  the  pro- 
ject are: 

The  Cancer  Society 

The  Heart  Association 

The  Medical  Foundation 

The  American  Red  Cross 

The  Arthritis  Foundation 

The  New  England  Dairy  Council 

Greater  Boston  Association  for  Retarded  Children 

Massachusetts  Mental  Health  Association 

Ifessachusetts  Public  Heairt  Association 

Guild  for  the  Blind 

Guild  for  the  Hard  of  Hearing 

VIII.  Relationship  with  Other  Anti- Poverty  Activities  and  Services 

The  commitment  of  A.B.C.D.,  Inc.  to  a  comprehensive,  coordinated  and 
effective  community  action  program  reflects  the  mandate  of  the  poor.  The  Area 
Planning  Action  Council  (APAC)  is  a"  neighborhood  level  mechanism  with  important 
powers  and  functions  for  grass  roots  participation.  Its'  purpose  is  to  assist 
A.B.C.D.  in  the  design  and  implementation  of  cjraprehensive  neighborhood  programs, 
They  are  designed  to  bring  the  Commvinity  Action  Program  closer  to  the  neighbor- 
hood levels  and  to  provide  expanded  opportunities  for  neighborhood  residents 
to  assist  in  the  development,  conduct  and  administration  of  programs  designed 
to  meet  local  problems  and  needs. 
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Community  action  in  Boston  is  embodied  x-athin  the  principles  and  practices 
of  community  development.  It  implies  a  process  of  collective  self-help  wherein 
people  assume  the  initiative  and  participate  effectively  in  the  efforts  to 
change  the  circiimstances  of  their  lives.  The  aim  is  to  enable  low- income 
groups  to  work  out  of  the  self -perpetuating  cycle  of  poverty.  The  A.B.C.D. 
program  concentrates  most  of  its  resources  in  the  form  of  concerted  thrusts  in 
the  follomng  limited  number  of  critical  program  areas:  Manpower;  Head  Start; 
Legal  Services;  New  Careers  for  the  Poor;  Comprehensive  Health  Services;  and 
Neighborhood  Services  coordination  and  action. 

Poverty  is  rooted  in  a  network  of  social  ills  xfhich  include  the  program 
elements  of  each  of  these  thrusts,  namely;  inadequate  education,  unemployment, 
poor  health  and  dilapidated  housing  that  persists  to  a  large  degree  from 
generation  to  generation.  The  alleviation  of  these  ills  requires  a  varied 
and  coordinated  approach  in  these  critical  program  areas.  Breaking  into  this 
inter-generational  cycle  of  the  culture  of  poverty  calls  for  an  intervention 
strategy  in  the  selection  and  mix  of  programs  which  promise  the  maximum  result 
for  the  resources  available. 

There  are  alternate  strategies  for  the  delivery  of  supportive  services 
which  are  again  significant  to  the  comprehensive  services  of  the  Health  Center. 
In  Roxbury  there  is  a  Ilulti -Service  Center  which  provides  in-depth  clinical 
carework  services  for  individuals  and  families.  Currently  the  center  receives 
funds  from  O.E.O.  as  xfell  as  other  sources. 

A  Family  Master  Plan  for  recipients  of  services  is  recommended  as  the 
mechanism  for  planning  the  coordination  and  delivery  of  all  A.B.C.D.  and  other 
services.  A  family  plan  would  include  a  profile  of  aspiration  and  opportunity 
areas  —  educational,  vocational,  employment,  health  and  community  resources 
needed  to  match  identified  problems.  This  profile  should  include  not  only  a 
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"problem"  analysis,  but  also  an  "opportunity"  analysis.  The  individual  family 
plan  should  contain  a  timetable  and  flow  chart  for  delivery  of  services  (A.B.C.D. 
and  non-A.B.C.D.)  to  all  members  of  the  family  over  a  period  of  time.  Testing 
and  counselling  within  the  Multi-Service  Center  for  all  members  of  the  family 
should  be  available  as  part  of  the  process. 

The  mechanism  of  a  Family  Master  Plan  permits  treatment  of  the  family  as 
a  comprehensive  unit.  This  is  particularly  important  as  so  many  of  the  pro- 
blems of  a  single  family  member  are  related  to  other  family  problems.  A 
Family  Social  Plan  also  allows  us  to  concentrate  the  combination  of  total 
services  on  the  family  unit  with  sufficient  combined  impact  to  move  a  family 
out  of  poverty.  In  a  single  family,  for  example,  a  Family  Social  Plan  might 
succeed  in  planning  assistance  for  the  father  through  A.B.C.D. 's  Manpower 
Program,  NYC  placement  for  an  older  brother,  adult  basic  education  services 
for  the  mother,  tutoring  assistance  for  an  in-school  younger  brother  or  sister 
and  Head  Start  for  the  pre-school  child.  All  the  family  would  also  benefit  from 
basic  supportive  services,  e.g.  vocational  and  career  counselling,  and  health 
services. 

Roxbury  health  service  referrals  would  be  made  to  the  Health  Center 
where  there  mil  be  medical-social  services  to  tie-in  directly  with  the  Multi- 
Service Center. 

IX,  Research  and  Evaluation 

The  staff  of  the  Roxbury  Comprehensive  Community  Health  Center  will  have 
a  commitment  to  conduct  evaluation  studies  and  research  in  the  delivery  of  high 
quality  medical  care  which  will  include  among  others: 

1.  Evaluation  of  utilization  of  services 

2.  Studies  on  organizational  structure 
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3-  Demographic  studies 

i;.  Quality  of  medical  care 

5.  Demand  for  medical  care 

6.  Manpower  training  and  utilization 

7.  Studies  on  facilities  and  equipment 

8.  Application  of  computer  methods 

9.  Automated  diagnostic  procedures. 
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ROXBURY-NORTH  DORCHESTER  AREA 


Name 
Agranatj,  Victor 
Allard^  Carleton  E. 
Anderson,  H.  J. 
Belcher,  Stanley 
Benn,  Reginald 
Bookstein,  Jacob 
Campbell,  Sylvan 
Capodieci,  Florindo 
Cohen,  Milton 
Cohn,  Ernst 
Crocker,  Jane 
Davidow,  Morris 
Day,  John 
DeStefano,  Joseph 
Dores,  Harry 
Finer,  Elliot 
Fleming,  Alice 
Goldberg,  Hyman 
Goldstein,  Nathan  W. 
Gore,  May 
Gould.  Albert 


PRACTICING  PHYSICIANS 

1965  Directory 

Address 

Age 

Specialty 

Practice  School 

716  Columbia  Road 

63 

GP,A 

01 

O2U-I5 

428  Columbia  Road 

82 

GP 

02 

02i^-07 

125  Highland  Street 

69 

GP 

01 

041-07 

140  Flue  Hill  Ave. 

k2 

GP 

01 

024-15 

512  Blue  Hill  Ave . 

hi 

GP 

01 

010-03 

322  Blue  Hill  Ave. 

21  Columbia  Road 

136  Columbia  Road 

51 

GP,OBG 

02 

024-05 

573  Blue  Hill  Ave. 

Ih 

GP 

01 

024-07 

39  Columbia  Road 

71 

GP,IM 

02 

407-20 

New  England  Hospital 

kh 

IM 

05 

024-05 

300  Seaver  Street 

72 

GP 

01 

024-07 

385  Columbia  Road 

3h 

GP 

01 

028-44 

i<-Ul  Dudley  Street 

56 

GP 

01 

024-15 

129  Roxbury  Street 

66 

GP 

01 

024-06 

538  Warren  Street 

hi 

GP 

01 

024-15 

2kk-   Towns  end 

55 

GP 

01 

024-05 

72  Louise  Park 

6k 

GP,OM 

02 

024-07 

32k   Warren 

107  Blue  Hill  Ave. 

51 

GP 

01 

028-45 

17  Kenilworth 

58 

GP 

01 

024-15 

Practicing  Physicians 
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Name 


Address 


Age     Specialty     Practice     School 


Greenstein,  Samuel 

713  Dudley  Street 

61 

GP 

01 

02U-15 

Grossman,  Julius 

ii70  Warren  St. 

70 

GP 

01 

02U-15 

Grossman,  Sar.iuel 

12U  Warren  St. 

66 

GP 

01 

028-hU 

Harvey,   Irving 

8  Coliimbia  Road 

hQ 

GP,PD 

02 

02U-06 

Houde,   Laurent 

Putnam  Child  Center 

liO 

P 

05 

067-02 

Hurovitz,  Oscar 

263  Humboldt 

6i4 

GP 

01 

02II-07 

Jaffe,  Bernard  A. 

21  Winthrop 

Kaddouri,  Sami 

New  England  Hosp. 

39 

GS 

05 

605-03 

Kagan,   Jonas 

25  Columbia  Road 

70 

GP 

01 

869-Oit 

Laserson,   Joseph 

22  Washington  St. 

67 

GP 

01 

02ii-07 

Layton,  Ilanuel 

26  Colttmbia  Road 

58 

GP 

01 

02U-15 

Lowell,  Alice 

New  England  Hosp. 

60 

IM,A 

01 

02U-07 

Lynch,  Alice 

65?  Columbia  Road 

59 

GP 

01 

02ii-07 

Lynch,   James 

660  Columbia  Road 

81; 

GP 

01 

021-07 

McGrath,    Laurence 

2i4U  Blue  Hill  Ave. 

67 

GP 

01 

02l;-07 

McKinney,   H. 

130  Warren  St. 

Meline,  David 

12lj  Dudley  Street 

^^ 

GP,PD 

02 

02l;-l5 

Millen,  Maurice 

557  Dudley  Street 

67 

GP 

01 

O2U-I5 

Nadelman,   Benjamin 

119  Washington  St. 

63 

GP 

01 

O2I1-I5 

Perry,   Helen 

New  England  Hosp. 

hQ 

OBG 

01 

02li-07 

Phillibert,   C. 

372  Mass.  Ave. 

67 

GP 

01 

02ii-07 

Phillips,   Robert 

lOOii  Treraont  St. 

52 

GP,III 

02 

O2U-O6 

Yvtl 

HEALTH 


Resident 
Name 

Christine  Baker 

Joan  Barrow 

Doris  Bland 

Virlee  Clemons 
Estelle  Coleman 

Beach  Conger 
Julie  Conger 
Annette  Dietel 
Marjorie  Elder 
Rev.  Thomas  Fleming 
Elain  Firmin 
Vivian  Gaskin 
Kenneth  Guscott 
Ron  Hafer 
Mrs .  Hastie 
C .  Vincent  Haynes 
Gwen  Jefferson 
Fedora  Manning 
Marcia  Poindexter 


ROXBURY  HEALTH  SERVICES  COMMITTEE 

Agency  or  Group 

Blue  Hill  Christian  Association 

Sub  Area  k  APAC,   St.  Mark's 

Mothers  for  Adequate  Welfare 

Medical  Advisory  Committee  for  Medicaid 

Chairman  Sub-area  6  -  APAC  Executive  Committee 

St.  Mark's  Social  Center,  Volunteer  Education 

Exchange,  Inc. 

Marksdale  Tenants  Association 

Whittier  St.  Parents'  Community  Association 

Secretary  APAC  -  Sub  Area  2  APAC  Executive  Committee 

Highland  Park  Association 

St.  James  Pre-School 

St.  Patrick's  Church 

APAC  member  -  Sub  Area  2 

Asst.  Secretary  APAC  -  Executive  Board 

President  NAACP 

Blue  Hill  Christian  Association 

St.  James  Pre-School 

Community  Organization  Coordinator  -  APAC 

Staff  Director  -  APAC 

Chairman  Sub  area  2  APAC  Executive  Committee 

St  James  Pre-School 
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ROXBURY  HEALTH  SERVICES  COMMITTEE 


RESIDENT 
NAME 

Emerald  Randolph 

Leon  Richards 

Ruth  Spriggs 


AGENCY  or  GROUP 


Playroom  8l 


Betty  Wornum  (Chairman)   Chairman  Sub  Ares  3  APAC  Exec.  Council 

Police  Protection  Committee  Tenants'  Assn.  Council 


Deborah  Williams 
Shirley  Williams 
William  A.  Young 


Met  CO 

Mission  Hill  Project 

Kittridge  Park  Association 


NON-RESIDENTS  REPRESENTING  COMMUNITY  AGENCIES 


Bill  Allen 
Margaret  demons 
Gertrude  Cuthbert 
Louise  Corbin 
Hubie  Jones 
Neil  Krieger 
Joanne  Ross 

Sylvalia  Hyman 
Lee  Weaver 


Roxbury  Federation  -  Norfolk  House 

Action  for  Boston  Community  Development,  Inc. 

Director  Roxbury  Multi-Service  Center 

Director  Hilltop  Day-Care  Center 

Roxbury  Multi-Service  Center 

CORE 

Tenants'  Association  Council 
Columbia  Point  Association 

A.B.C.D.  Acting  Liaison 

Blue  Hill  Christian  Association 
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ROXBURY  HEALTH  SERVICES  CO^dMITTEE 


Medical  Advisory  Staff 


Dr.  Robert  Buxbaum 

Dr.  Harvey  Chernoff 

Dr.  Phil  Caper 

Dr.  Larry  Seidel 
Marilyn  Baily 


Peter  Bent  Brigham  Hospital 

Harvard  Department  Prevention  Medicine 

Chairman  -  Medical  Committee  for  Human  Rights 
New  England  Medical  Center 

Chairman  Boston  City  Hospital  House  Officers' 
Association  -  Resident  Harvard  Service 

Harvard  Service  -  Boston  City  Hospital 

Visiting  Nurse  Association  -  Savin  St.  Clinic 
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ROXBURY-NORTH  DORCHESTER  AREA 


Census  Tract 
P3 

P5 
p6 


Ql 
Q2 
Q3 
QU 
Q5 


Rl 
R2 
R3 


T6 

T7A 

T7B 


Ul 
U2 
U3 

U5 


u6a 
u6b 


S3 
VI 


INFANT  MORTALITY 

1962-1965 

Live  Births     Deaths 

3UU 

15 

376 

lU 

U90 

17 

329 

7 

1^39 

^3 

98 

3 

300 

9 

U77 

12 

268 

12 

399 

111 

l^a2 

^0 

325 

6 

17ii 

6 

2h9 

7 

M 

19 

7U0 

26 

3^1 

11 

769 

19 

iB^^O 

56 

562 

20 

3liU 

5 

362 

13 

i*U2 

17 

678 

29 

2388 

81 

187 

21 

703 

27 

1290 

h8 

387 

8 

379 

9 

766 

17 

Rate/1000  live  births 

ii2.6 
37.2 
3U.8 
21.2 

30.6 
30.0 

2U.7 
Ui.8 
35.2 
32. li 

18.5 
3ii.5 
28.1 

35.2 
32.2 

2i4.7 
30.3 

35.6 
IU.6 
35.9 
38.Ii 
U.8 
35.9 

Ii2.2 
38. h 
iiO.3 


20 
23 


22.2 


TOTAL 


10,123 


327 


32.3 
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ROXBURY-NOHTH  DORCHESTER  AREA. 


Census  Tract 

P3 
Pi* 
P5 
P6 


TUBERCULOSIS  INCIDENCE 
1962-1965 


Population" 

3311 
3035 
3916 
362$ 

13,887 


Four  Year 
Total  Cases 

lit 
lU 

10 

11 

ii9 


Rate/lOOjOQO/year 

106.0 

115.0 

62.5 
75.5 

88.5 


Ql 
Q2 
03 


905 

1 

2698 

10 

ijlii5 

23 

2501 

7 

lii,359 


57 


27.6 

92.5 

131.0 

70.0 

99.0 


Rl 
R2 
R3 


3936 
1969 
2581; 

8,U89 


21 
17 


kS 


133.0 

216.0 

77.1 

136.0 


t6 

T7A 

T7B 


ii9  70 

lii 

2702 

7 

6627 

9 

Hi, 299 


30 


70.5 
61;. 7 
33.9 

52.5 


Ul 
U2 
U3 
UU 
u5 


U6A 
U6B 


5115 

21 

ii2l5 

11 

3li29 

8 

1;926 

18 

7175 

17 

!l;,360 

75 

ii925 

15 

5798 

12 

10,723 


27 


102.0 
89.0 
50.5 
90.5 
59.2 

75.5 

76.3 
52.0 

63.1 
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ROXBURY-MORTH  DORCHESTER  AREA. 


Four  Year 

Census  Tract  Population  Total  Cases  Rate/100, OOP/year 

S3  361i5  10  68.5 

VI  3821  9  58.9 


7,ii66  19  63.6 

TOTAL  914,083  303  80.5 

■^"Based  on  I96O  Census 


Ilia. 


HEALTH 


DEPARTi-iEiJT  OF  HEALTH  AND  HOSPITALS  -  CITY  OF  BOSTON 


Health  Services  Advisory  Committee 


Boston  Department  of  Health  C:  Hospitals 


Dr.  Andrew  P.  Sackett^  Coi:imissioner 

Dr.  Leon  R.  Lezer,  Deputy  Commissioner 
Hospital  Services 

Dr.  Leon  J.  Taubenhaus,  Deputy  Commissioner 
Community  Health  Services 


Boston  University  School  of  Iledicine 

Dr.  Henry  Bakst,  Associate  Dean 

Dr.  Horace  Gezon,  Professor  and  Chairman 

Departraent  Pediatrics 


Harvard  Iledical  School 

Dr.  Sidney  S.   Lee 

Associate  Dean  for  Hospital  Programs 

Dr.   Lairrence  il.  Xlainer 
(Assisting  Dr.   Lee) 


Harvard  School  of  Public  Health 

Alonzo  Yerby  II. D.,  II. P. H. 
Community  Health  Practice 


Tufts  University  School  of  iledicine 

Dr.   Benedict  Duffy,   Professor 
Department  Preventive  Iledicine 


Action  for  Boston  Cormiiinity  Development,   Inc. 

Ilr.   II.    Peter  Solomon 

Health  Services  Administrator 

Mrs.  Margaret  demons 
Health  Services  Coordinator 
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He?.lth  Services  Advisorj^  Committee  (continued) 


Massachusetts  Commission  on  Aging 

Mr.  James  Culhane 
Director  Coimnunity  Services 


Massachusetts  Department  of  Public  Health 

Dr.  Alfred  L.  Frechette,  Commissioner 

Dr.  Leon  Stemfeld,  Deputy  Commissioner 
and  Director  of  Local  Health  Services 

United  Community  Services  of  Metropolitan  Boston 

Mr.  Edi-jard  Xovar 
Director  Health  Division 

Mr.  Campbell  G.  Murphy 

Director  Boston  Planning  Department  Committee 

Massachusetts  Medical  Society 

Dr.  Mc.be  1  Ross 

Regional  Health  Director 

Public  Health  Service 
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The  minutes  of  the  Roxbury  Health  Services  Committee 
(RCHCSC)  will  be  available  upon  request  by  the  Health 
Services  Department. 
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